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MARSHALL J. ORLOFF, M.D., Philadelphia, Pennsylvania 


IN RECENT YEARS, lesions of the parotid salivary 
gland have received considerable attention in the 
surgical literature and an appreciation of the be- 
havior of these conditions has resulted. Neverthe- 
less, our knowledge of parotid lesions is far from 
complete, and often they present difficult diag- 
nostic and therapeutic problems. Although the 
mixed tumor and carcinoma are the most com- 
mon surgical conditions of the parotid gland, it 
behooves the surgeon to become familiar with 
the less common diseases which are manifested 
as masses in the parotid region. 

Among the uncommon conditions which in- 
volve the parotid gland there are two benign 
lesions which are composed of a combination of 
epithelial and lymphoid elements. These two 
conditions, papillary cystadenoma lymphomato- 
sum and Mikulicz’s disease, are the only lesions 
so constructed and therefore we have classified 
them in a distinct group called “benign epithelio- 
lymphoid lesions.’”’ Although papillary cystade- 
noma lymphomatosum is known to occur only in 
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the parotid region, it is not recognized generally 
that Mikulicz’s disease may be confined to the 
parotid gland without involving other glands. 
Thus, both of these lesions may present as masses 
in the parotid area, which require differentiation 
from the common parotid neoplasms. 

From a review of the world literature, we have 
come to the conclusion that there is not a wide- 
spread understanding of the benign epithelio- 
lymphoid lesions. This is true particularly of 
Mikulicz’s disease which has received scant con- 
sideration in the literature and with which much 
confusion is associated. Moreover, the not infre- 
quent failure to recognize these conditions for 
what they are has led to serious errors in man- 
agement and, occasionally, to disastrous results. 
For these reasons, we wish to present a detailed 
review of the clinical and pathological character- 
istics of papillary cystadenoma lymphomatosum 
and of parotid Mikulicz’s disease, and to discuss 
the management of these benign lesions. 


PAPILLARY CYSTADENOMA LYMPHOMATOSUM 


In 1895, Hildebrand (41), in describing a 
group of congenital epithelial cysts and fistulas of 
the neck, reported the first case of papillary cyst- 
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adenoma lymphomatosum, although it was not 
until 1910 that Albrecht and Arzt (1) distin- 
guished the neoplasm from other neck lesions and 
named it “papillary cystadenoma.” Warthin 
(119), in 1929, was the first to describe the tu- 
mor in the American literature, and as a result it 
is perhaps known best as “‘Warthin’s tumor” in 
our country. Subsequent authors assigned 21 dif- 
ferent titles to this lesion, which is one reason why 
some confusion is associated with it.! The name 
papillary cystadenoma lymphomatosum is a very 
satisfactory one since it is descriptive of the his- 
tologic features, and perhaps our understanding 
of this neoplasm would be enhanced if all other 
terms were discarded. 


Incidence, Age, Sex, and Race 


During recent years papillary cystadenoma 
lymphomatosum has attracted increasingly 
greater attention and it has become apparent 
that this neoplasm is not rare. We share with 
others the opinion that the number of cases re- 
ported is not representative of the true incidence 
of the tumor. A review of the English and foreign 
literature reveals that 291 authentic cases are re- 
corded. Several cases originally reported as ex- 
amples of papillary cystadenoma lymphomato- 
sum have been found to be unacceptable after 
careful review.? 

Table I shows the incidence of this lesion among 
salivary gland neoplasms. The tumor is reported 
as comprising from 2 to 6 per cent of all parotid 
neoplasms and from 1.6 to 4.2 per cent of all new 
growths of the salivary glands. Although it does 
not constitute a major problem even in clinics 
treating a fairly large number of head and neck 
lesions, papillary cystadenoma lymphomatosum 
is encountered often enough to warrant a thor- 
ough understanding of its nature. 

In 196 of the 291 cases, the patient’s age is re- 
ported (Table II). Ninty-one per cent of the pa- 
tients were 40 years old or older, and 81 per cent 
were between 40 and 70 years old. Only 9 cases 


1Other names which have been used for this lesion are: papil- 
lary adenolymphoma, adenolymphoma, papillary cystadenoma 
in lymph glands, branchiogenic cystadenolymphoma, branchio- 
genic adenoma, epitheliolymphoid cyst, cylindrocellular 
branchiogenic adenoma, branchioma, onkocytoma, branchial 
cyst of parotid, adenocystoma lymphomatosum, papillary lym- 
phoid cystadenoma, branchiogenic cystadenolymphoma, orbital 
inclusion adenoma, papillary adenocystoma lymphomatosum, 
papillary lymphoid cystadenolymphoma, cystic adenoma, cystic 
papillary adenoma, papillary cystadenolymphoma, and lym- 
phadenoma. 

2Unacceptable cases are: Lederman, case 1 (59); Nicholson, 
case 1 (78); Heinz, 2 cases (37); Berner, case 5 (5); Relanglade 
et al. (19); Liicke (64); Morestin (73); and Sultan (112). 





have been reported in persons under 30 years of 
age. The youngest patient on record was a 2.5 
year old boy, the oldest patient was 92 years old, 
and the average age of the group was 55 years, 
Thus, papillary cystadenoma lymphomatosum 
follows closely the pattern of cancer in that it 
usually occurs in middle-aged and elderly people. 

In 241 cases the sex is mentioned; 203 patients 
were male and only 38 were female. This con- 
stitutes a male to female ratio of 5.3 to 1. The 
affinity of this neoplasm for men is unusual, par- 
ticularly since the incidence of other salivary 
gland tumors is about equal in the two sexes (4, 
66). 

As yet the neoplasm has not been reported as 
occurring in negroes. With the exception of one 
Japanese patient (6), all of the reported cases 
have involved white patients. 


Symptoms and Clinical Findings 


Papillary cystadenoma lymphomatosum is 
characteristically an asymptomatic growth (Ta- 
ble III). Among 149 cases in the English litera- 
ture in which the presence or absence of symp- 
toms is reported, only 12 patients complained of 
pain. One patient developed a facial paralysis 
prior to treatment and another had some diffi- 
culty masticating and swallowing. Twelve pa- 
tients experienced a sudden increase in the size 
of the growth, but only 2 of these had pain asso- 
ciated with the rapid enlargement. None of the 
patients had xerostomia or salivation. Ninety and 
six-tenths per cent of the patients had no symp- 
toms. Almost invariably the reason for seeking 
treatment was concern about the nature of the 
mass or the disfigurement resulting from it. 

Like other benign parotid tumors, papillary 
cystadenoma lymphomatosum is usually slow- 
growing. For the 161 cases in which the duration 
of the illness is reported, the average duration 
was 3.2 years (Table III). 

Papillary cystadenoma lymphomatosum is 
found uniformly in the parotid gland or in inti- 
mate association with it. The most common loca- 
tion is just anterior to the ear lobe, although it 
can occur adjacent to any of the parotid borders 
or surfaces. Not infrequently the growth is found 
situated below the angle of the mandible and 
sometimes it occurs more anteriorly in the upper 
neck. 

Of the 291 recorded cases, 11 are reported as 
having occurred in areas other than the parotid 
region. One tumor was found in the larynx (37) 
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TABLE I.—INCIDENCE OF PAPILLARY CYSTADE- 
NOMA LYMPHOMATOSUM AMONG SALIVARY 
GLAND NEOPLASMS 


Parotid Neoplasms— —All Salivary Gland Neoplasms— 








Incidence Incidence 
No. of p.c.l. No. of p.c.l. 
Author cases Per cent Author cases Per cent 
Kirklin et al. (51). 717 2 Hevenor- 
Clark (39).. 375 2.7 
Martin- Marshall- 
Ehrlich (66)... 359 6 Miles. ..... 150 3.3 
Stevenson- Rawson 
Hazard (110).. 159 35 ri rere 143 4.2 
Brownetal.(12).. 149 3.4 Bauer- 


Bauer (3)... 143 3.5 


Rawson etal. (89). 125 4.8 McNeely (68). 125 = 1.6 


Marshall- 
Miles (65)..... 123 4.1 
Jerome (47)..... 97 2 


and one in the lower lip (83), but neither of 
these satisfied the requisites for a diagnosis of pa- 
pillary cystadenoma lymphomatosum. One case 
was diagnosed as papillary cystadenoma lympho- 
matosum of the hypopharynx (39) on the basis of 
a biopsy, and it is quite possible that it was really 
an extension from the parotid gland since the 
entire growth was never visualized. Eight cases 
are reported to have occurred in the submaxil- 
lary gland region (1, 11, 39, 106, 108, 121); in 
none of these was the tumor described as being 
attached to or growing within the submaxillary 
gland. Martin and Ehrlich (66) have pointed out 
that the anteroinferior aspect of the tail of the 
parotid lies in contact with the posterosuperior 
aspect of the submaxillary gland, as a result of 
which the tumors of the parotid tail easily may be 
mistaken for submaxillary gland tumors. There- 
fore, it seems fair to conclude that the only site 
of origin of papillary cystadenoma lymphomato- 
sum is the parotid gland and its immediate en- 
virons. 

Ten cases of bilateral occurrence of the neo- 
plasm are reported. Among the unilateral cases 
there was a slightly greater frequency of occur- 
rence on the left side, but this was not significant 
(Table III). Four instances of multiple tumor 
growth on one side are described. 


TABLE II.—AGE AND SEX INCIDENCE OF PAPILLARY 
CYSTADENOMA LYMPHOMATOSUM 


Incidence No. cases 
Per cent reporting 
0—39 Years 9 
Age 40—69 Years 81 196 
70—92 Years 10 
Male 84 
Sex 241 
Female 16 





Orloff: LESIONS OF THE PAROTID GLAND 523 


In 120 cases the size of the tumor is reported 
in accurate units of measure (Table IV). The 
average size of the group was 3.7 cm. in greatest 
diameter. Previous mention has been made of 
the fact that this neoplasm occasionally increases 
suddenly in size. Since this phenomenon is due to 
sudden accumulation of fluid in the cysts rather 
than to rapid multiplication of the tumor cells, it 
bears no relationship to the duration of the tu- 
mor. 

The characteristics of this lesion on physical 
examination are reported in 108 cases (Table IV). 
Almost all of the tumors had a smooth contour; 
61 per cent of them were firm, but none were 
stony hard, and 30 per cent were soft. In addi- 
tion, a considerable number were fluctuant or 
felt cystic on palpation. Eighty-one per cent of 
the growths were freely movable, a characteristic 
best explained by the fact that they are well en- 
capsulated and frequently were located external 
to the parotid capsule. None of the neoplasms 
were fixed to the skin and only 19 per cent were 
fixed firmly to deep structures. Tenderness was 
a rare finding, it being present in only 2 cases, 
and the skin overlying the mass was uniformly 
normal in appearance. Thus, papillary cystade- 
noma lymphomatosum is most commonly a 
smooth, firm, often cystic, freely movable, non- 
tender tumor. 

Despite these fairly constant characteristics, 
there is mention in the literature of the fact 
that papillary cystadenoma lymphomatosum has 
never been diagnosed correctly on the basis of 
anamnesis and physical examination (17, 50, 66). 
The preoperative diagnosis in most of the cases 
has been mixed tumor. Although it is neither 
hard and fixed like many carcinomas, nor nod- 
ular and indurated like many mixed tumors, 
there are a number of carcinomas and mixed tu- 
mors which are not hard, fixed, or nodular. There- 


TABLE III.—SYMPTOMS, TUMOR DURATION, AND 
LOCATION OF PAPILLARY CYSTADENOMA 
LYMPHOMATOSUM 


Incidence No. cases 
Per cent reporting 


Symptoms....... Pain 8 
Facial Paralysis 0.7 149 
Difficult Mastication 0.7 
No Symptorns 90.6 
Duration of 1 Year or Under 45 
Tumor.... 1 to 3 Years 31 161 
Over 3 Years 24 
Eaeeees 5. Left Parotid 53 
Right Parotid 42 186 


Bilateral 5 
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Fic. 1. 


Photomicrograph of papillary cystadenoma 
lymphomatosum showing the general morphology as seen 
under low power magnification. The papillary projections 
into the cystic spaces are prominent and branch exten- 
sively. (From Holmberg, R. E., and Glover, D. M.: Pap- 
illary Cystadenoma Lymphomatosum of the Parotid 
Gland. Surgery, 1951, 29: 240.) 


fore the diagnostic value of the examination is 
limited and, at best, one can make only an in- 
telligent guess. 


Diagnostic Aids 


Unfortunately, no diagnostic tool is accurate 
in differentiating papillary cystadenoma lympho- 
matosum from other parotid masses. One would 
not expect the roentgenogram to be of value, and 
in the 4 cases in which the results of roentgenog- 
raphy are reported the findings were normal. In 
12 cases parotid sialography was performed and, 
on the basis of the location of the tumor, it 
showed slight to significant displacement or dis- 
tortion of the duct system. These abnormalities 
may be produced by any parotid tumor, particu- 
larly a noninfiltrating one, and are in no way 
specific for papillary cystadenoma lymphomato- 
sum. Sialography is of little or no value in the 
diagnosis of this neoplasm. 

Aspiration biopsy of the tumor is reported to 
have been performed in 23 cases. In 14 cases (61 
per cent) a correct diagnosis was made, in 8 cases 
(35 per cent) no diagnosis was possible, and in 1 
case (4 per cent) an incorrect diagnosis was made. 
In instances in which it was not possible to make 
a diagnosis the usual reason was that the speci- 
men was unsatisfactory. A report from the Me- 
morial Hospital in New York (66) where investi- 
gators have had the largest experience with 
aspiration biopsy states that the lymphocytic 
character of papillary cystadenoma lymphoma- 
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TABLE IV.—PHYSICAL CHARACTERISTICS OF PAPIL- 
LARY CYSTADENOMA LYMPHOMATOSUM 


Incidence No. cases 


Per cent reporting 
Size Under 2 Cm. 75 
(Largest 2 to 3.9 Cm. 50 
diameter)..... 4 to 5.9 Cm. 30 120 
Over 5.9 Cm. 12.5 
Consistency... .. Firm 61 
Soft 30 83 
Rubbery 9 
Mobility. .-<.5...: Freely Movable 81 
Deep Fixation 19 100 
Skin Fixation 0 
Tenderness...... Nontender 98 
Tender 2 108 


tosum often makes it impossible to differentiate 
it from normal lymph nodes, malignant lympho- 
mas, chronic adenitis, and Mikulicz’s disease on 
the basis of an aspirated specimen. Another fac- 
tor which bears heavily on the value of aspiration 
biopsy is the pathologist’s experience with the 
lesion and with the technique. Since few pathol- 
ogists have seen this uncommon neoplasm with 
any frequency, the accuracy of the procedure in 
many hands is reduced considerably. Neverthe- 
less, we are of the opinion that aspiration biopsy 
may be of definite aid and should be performed 
when the diagnosis of papillary cystadenoma 
lymphomatosum is being considered. As will be 
pointed out later, even if the pathologist’s report 
indicates only the lymphocytic nature of the tu- 
mor, we have obtained a fact of value in deter- 
mining the extensiveness of treatment. 


Pathology 


Gross. The gross features of papillary cystade- 
noma lymphomatosum are sometimes sufficiently 
characteristic to be diagnostic (17, 46, 66, 84, 110). 
The tumor is round or oval and often flattened. 
It is surrounded by a complete capsule which is 
thin but tough. Rarely the capsule is incomplete 
and the tumor extends into the parotid paren- 
chyma. The surface may be smooth or lobulated 
and is commonly pink-gray in color. The con- 
sistency is highly variable since it depends largely 
on the number and size of the cysts contained 
within. Thus, it may besoft and fluctuant through- 
out, firm throughout, or, as is most frequent, soft 
in some areas and firm in others. 

The neoplasm cuts easily and on section re- 
veals multiple cysts which vary in size from a 
millimeter to several centimeters in diameter and 
are imbedded in solid tissue, the color of which 
is gray-pink or light brown. As the mass is sec- 
tioned, fluid contained in the cysts usually ex- 
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udes. The fluid may be clear and serous, milky 
and mucoid, or chocolate-colored, and some- 
times it contains granular debris. After formalin 
fixation the fluid in the cysts becomes thick, 
cloudy, and gray-white. Because of numerous 
clefts and spaces the mass appears to be lobulated. 
Here and there in the solid areas are tiny white 
nodules; these are lymphoid follicles with germi- 
nal centers. 

The cysts are irregular in shape and contain a 
shaggy lining made up of numerous papillary 
projections. In tumors with well developed cysts, 
this lining tissue appears to be a friable mass, al- 
though it is quite adherent and cannot be washed 
away with ease. The most striking gross charac- 
teristics of papillary cystadenoma lymphomato- 
sum are the cysts with papillary linings; when 
these are prominent a naked eye diagnosis can be 
made readily. 

The location of papillary cystadenoma lym- 
phomatosum is commonly superficial in relation 
to the parotid gland. It is most frequently situated 
external to the parotid capsule or just under- 
neath the capsule imbedded in the substance of 
the superficial lobe. Occasionally it is found lying 
in the deep portions of the gland or on the pos- 
teromedial surface. 

Microscopic. The microscopic features of papil- 
lary cystadenoma lymphomatosum are so char- 
acteristic that there should be little chance of 
confusing it with other salivary gland and neck 
lesions. The essential components of the neo- 
plasm are papillary epithelial structures lining 
cysts which are embedded in a lymphoid stroma 
(Fics. 1 and 2) (17, 66, 110, 115, 116). The gen- 
eral morphology is variable; some tumors are 
generally cystic, others are alveolar, still others 
are tubular, and most commonly all of these fea- 
tures are present in a single tumor. Regardless of 
the over-all structure, the basic components are 
present in each growth. 

The epithelial cells lining the alveolar and 
cystic spaces are typically arranged in two layers, 
although in occasional areas they form a single 
layer or are heaped up to form a multi-layered 
wall. The cells nearest the lumen are arranged 
evenly in a palisade (Fics. 2 and 3). These are 
tall eosinophile columnar cells, 20 to 50 micra in 
height, the cytoplasm of which contains numer- 
ous minute oxyphilous granules. They have large 
oval nuclei arranged in an even row toward the 
luminal ends of the cells. The nuclei have thin 
nuclear membranes, coarse, deeply staining chro- 
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Fie. 2. Seeded of ane cystadenoma 
lymphomatosum taken under low power magnification 
demonstrating the double-layered epithelium lining the 
papillary projections, and the lymphoid stroma. (From 


Brown, J. R.: Papillary Cystadenoma Lymphomatosum. 
Arch. Surg., 1951, 63: 185.) 


matin granules, and one or two nucleoli. The 
basal layer consists of irregularly arranged, small, 
polyhedral cells with smaller nuclei and less 
eosinophile cytoplasm. These cells rest on a thin 
basement membrane. Although several authors 
have reported the presence of cilia (93, 119), the 
great majority of investigators have found none, 
and it is generally agreed that cilia do not occur. 
The same holds true of intercellular secretory 
capillaries, the presence of which has been re- 
ported (25, 46, 124), but is generally denied. 

Although the tall eosinophile cell is the char- 
acteristic and predominant epithelial unit, other 
cells are found here and there, lining the spaces. 
These vary from clear cells completely lacking 
oxyphilous granules to cells which resemble those 
predominant in normal parotid ducts. In fact, 
all of the epithelial elements found in papillary 
cystadenoma lymphomatosum may be observed 
in the duct lining of the normal parotid gland 
(115). 

Protruding into the lumina of the cysts are 
papillary projections which may be single or may 
branch extensively (Fics. 1 and 2). The cores of 
these projections are composed of the lymphoid 
tissue of the stroma. The cysts contain material 
which is finely granular and lightly eosinophile, 
although it may be dense and stain deeply. Des- 
quamated cells, fatty globules, and cholesterol 
crystals are found here and there in this sub- 
stance. 















The stroma is usually dense. It is composed of 
a fine reticular network infiltrated by lympho- 
cytes which often form numerous large follicles 
with germinal centers. The lymphoid tissue ex- 
tends into the papillary projections. Occasional 
eosinophils and plasma cells are seen. There is 
little connective tissue in the stroma, thick strands 
of collagen being distributed sparsely. If sections 
are made of the periphery of the neoplasm, 
through the capsule, the stroma may be found to 
have the typical appearance of a lymph node 
with lymph sinuses, cortex, and capsule (115). 

The tumor is surrounded by a thin capsule of 
dense fibrous tissue. In rare instances when the 
capsule is incomplete, the transition from neo- 
plasm to parotid tissue is gradual but with no 
evidence of parenchymal invasion by the growth. 
Mitoses in the epithelial cells are infrequent. 
Further, the epithelial cells never compress the 
lymphoid stroma. The tumor has the over-all ap- 
pearance of a true neoplasm which is benign. 


Pathogenesis 


On superficial examination, the components of 
papillary cystadenoma lymphomatosum do not 
appear to have any relationship to the elements 
found in the parotid gland with which it is in- 
variably associated. Because of this, numerous 
hypotheses have been advanced to explain its 
origin. Certain of these theories have received 
little or no support. Thus, the proposals that pa- 
pillary cystadenoma lymphomatosum originates 
by metaplasia from endothelial linings of the 
lymph vessels (70), from ectopic tonsillar ecto- 
derm (51), from misplaced thymic anlage (93), 
from embryonic lymphoid rests in the salivary 
glands (68), and from a failure of remnants of 
undifferentiated salivary gland tissue to fuse with 
the ductile system (68) can be discounted with- 
out description. On the other hand, several hy- 
potheses have numerous advocates and merit 
brief discussion. These are as follows: 

1. Warthin (119) and others (39, 121) believe 
the neoplasm arises from heterotopic pharyngeal 
entoderm, and most probably from the eusta- 
chian tube. Warthin bases his theory on the find- 
ing of ciliated epithelium in the tumor. Subse- 
quent investigators have demonstrated conclu- 
sively that cilia are not present, and it has been 
suggested that the cilia found in Warthin’s cases 
were artefacts (27). Therefore, it is unlikely that 
the eustachian tube is the site of origin of this le- 
sion. 
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2. Ssobolew (106a) and others (2, 24, 25, 67, 92, 
106) propose that the tumor arises from rem. 
nants of the branchial pouches, much like cervi- 
cal cysts and fistulas, a theory which differs from 
that of Warthin only in not postulating the ne- 
cessity of heterotopia. However, branchial cysts 
and fistulas are lined by stratified squamous and 
ciliated columnar epithelium, neither of which is 
found in papillary cystadenoma lymphomato- 
sum. Thus, the branchiogenic theory does not 
seem tenable. 

3. Kraiss] and Stout (53) maintain that the 
neoplasm takes its origin from remnants of the 
“orbital inclusion,” an embryologic structure 
which gives rise to the orbital salivary glands in 
some carnivora. Although the existence of the 
orbital inclusion in man has been denied by 
some (27, 31, 66), others have demonstrated it 
arising from the buccal sulcus in embryos and 
have shown that the parotid gland comes into 
contact with this vestige during its growth (16, 
87, 95, 115). However, as the embryo grows, the 
orbital inclusion comes to lie medial to the mas- 
seter muscle. Thus, it is difficult to conceive of 
papillary cystadenoma lymphomatosum arising 
from this medial structure, since the relation of 
the neoplasm to the main substance of the pa- 
rotid gland is commonly a posterior and super- 
ficial one. 

4. Hamper! (33) and others (46, 50, 124) sug- 
gest that the source of origin of the tumor is the 
onkocyte, a large eosinophile cell with a finely 
granular cytoplasm and an indented nucleus 
containing abundant chromatin. This cell bears 
a striking resemblance to the predominant epi- 
thelial cell of the neoplasm. It is found in abun- 
dance in the ducts of normal parotid glands of 
elderly individuals and is believed to be a nor- 
mal duct cell which has undergone an aging 
process (33, 46, 71, 115). The cell is not found in 
the parotid glands of individuals under 20 years 
of age and its distribution is sparse until the sixth 
decade (33). Jaffe (46) enlarges on this theory by 
postulating that the tumor arises from onkocytes 
in heterotopic salivary and duct tissue in the 
lymph nodes. Although infrequently, papillary 
cystadenoma lymphomatosum occurs in children 
whose parotid glands do not contain onkocytes. 
Further, onkocytes are found in all of the sali- 
vary glands, the tongue, the pharynx, the tra- 
chea, the pancreas, the esophagus, and other 
organs, but papillary cystadenoma lymphomato- 
sum is found only in relation to the parotid 
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gland. It is probable that the onkocyte plays a 
part with other parotid duct cells in the formation 
of the tumor, but to designate the onkacyte as 
the cell of origin does not seem justifiable. 

5. Albrecht and Arzt (1) and others (10, 22, 28, 
31, 35, 44, 58, 60, 69, 78, 84, 111) are of the 
opinion that heterotopic salivary gland epithe- 
lium occurring in. the lymph nodes lying within 
or adjacent to the parotid gland is responsible for 
the formation of papillary cystadenoma lympho- 
matosum. The essentials of this theory appear to 
explain the genesis of this neoplasm most satis- 
factorily. Studies of embryos, the newborn, and 
adults have demonstrated conclusively that nor- 
mally the parotid ducts are found embedded in 
lymphoid aggregates within the substance of the 
parotid gland and in lymph nodes located ad- 
jacent to the gland but external to the gland 
capsule (14, 62, 63, 77, 78, 84, 115). Further, 
Thompson and Bryant (115) in their thorough 
study of this matter have shown that all of the 
epithelial cells of the tumor may be found in nor- 
mal parotid gland ducts. Finally, these authors 
have shown that in the peripheral sections of the 
neoplasm the stroma can often be demonstrated 
to have the structure of a lymph node with lymph 
sinuses, a finding which had been denied by 
some previous authors (27, 66). 

From these facts we conclude, as have others, 
that papillary cystadenoma lymphomatosum 
arises from parotid duct epithelium situated in 
lymphoid aggregates within the parotid gland 
and in lymph nodes adjacent to the gland. This 
explanation is both the simplest and most satis- 
factory and avoids postulating a variety of de- 
vious means of genesis. 


Prognosis 


The theory that papillary cystadenoma lym- 
phomatosum is invariably a benign tumor has 
been disputed by some authors. Five cases of sup- 
posed malignant transformation of this lesion 
have been reported (29, 34, 59, 106a, 111). In 2 
of these cases (34, 106a) no relation between the 
papillary cystadenoma lymphomatosum and the 
carcinoma was demonstrated, and it is probable 
that the cases were examples of separate neo- 
plasms occurring in the same gland. In one case 
(111) the evidence for the presence of a carcino- 
ma was inadequate and could not be accepted. 
Finally, in the remaining 2 cases (29, 59) there 
was little doubt that the neoplasm was a true pri- 
mary carcinoma and not a papillary cystadeno- 
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Fic. 3. Photomicrograph of papillary cystadenoma 
lymphomatosum taken to show the detailed structure of 
the epithelium. The tall columnar cells nearest the lumen 
are arranged evenly in a palisade while the smaller basal 
cells are irregularly arranged (From Brown, J. R.: Pap- 
illary Cystadenoma Lymphomatosum. Arch. Surg., 1951, 
63: 185.) . 


ma lymphomatosum undergoing malignant 
change. To date, no acceptable instance of ma- 
lignant transformation of a papillary cystadeno- 
ma lymphomatosum has been recorded and we 
must conclude that this neoplasm behaves uni- 
formly in a benign manner. 

Like other benign tumors, papillary cystade- 
noma lymphomatosum recurs locally if incom- 
pletely excised. Sixteen of the 291 reported cases 
developed local recurrence, a recurrence rate of 
5.5 per cent. This incidence is only about one- 
fifth as great as that often reported for mixed tu- 
mors (4, 89, 107, 125). However, a definite 
follow-up is reported in only 100 cases, the 
periods varying from a few months to 17 years. 
In this group of 100 cases, the recurrence rate 
was 16 per cent. The true recurrence rate is prob- 
ably closer to the first figure than to the second. 

Theearliest recurrence was observed onemonth 
after operation and the latest 9 years after the 
initial excision. Most of the recurrences were 
found within a year of operation. In several in- 
stances it was known that the tumor had not 
been removed completely, mainly because of its 
intimate association with the facial nerve. The 
proximity of the seventh nerve to the lesion is the 
main deterrent (although not necessarily a justi- 
fiable one) to adequate excision in operations on 
the parotid gland for any reason. Since papillary 
cystadenoma lymphomatosum is so often a super- 
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ficial tumor which does not involve the nerve, it 
should be possible both to excise it completely 
and to avoid facial nerve injury in the majority of 
instances. It is for this reason that the recurrence 
rate is low when compared to that of the more 
common parotid tumors and the prognosis is ex- 
cellent. 


Treatment 


Radiation. Our knowledge of the effect of radia- 
tion on papillary cystadenoma lymphomatosum 
is incomplete since this form of therapy has been 
employed infrequently. Radiation has been used 
in only 13 cases reported in the literature. In 8 of 
these cases (116) it was used following excision 
and therefore the results are inconclusive. One 
case (66) was lost to follow-up. In 2 cases (49, 86) 
surface radiation was used and was unsuccessful 
in eradicating the growth, excision being done 
ultimately. In the remaining 2 cases (59) treat- 
ment by the implantation of radium needles was 
successful and the patients remained free from re- 
currences during follow-up periods of 3 years and 
15 months, respectively. However, both of these 
cases were reported as ‘“‘adenolymphomas of 
somewhat atypical character’ without micro- 
scopic descriptions, and there is considerable 
question as to the validity of the diagnoses. In the 
light of our present knowledge, which is admit- 
tedly insufficient and is based on 2 unsuccessfully 
treated cases, radiation therapy is not recom- 
mended in the treatment of papillary cystade- 
noma lymphomatosum, particularly since surgi- 
cal therapy is so highly successful. 

Operation. Operative therapy is a very effective 
means of dealing with papillary cystadenoma 
lymphomatosum and is the only treatment of 
established efficacy. Descriptions of the various 
surgical approaches to the parotid gland and me- 
thods of avoiding damage to the facial nerve are 
not within the scope of this review. However, it 
should be pointed out that if the surgeon knows 
he is dealing with this neoplasm it is unnecessary 
for him to remove a margin of parotid tissue with 
the tumor because extracapsular enucleation is 
completely adequate therapy. Further, because 
the tumor is frequently located superficially, it is 
often unnecessary to isolate the seventh nerve and 
its branches. In the rare instance in which the 
seventh nerve traverses the growth and cannot be 
isolated without leaving tumor behind, we feel 
that the nerve should be sacrificed; if not, the tu- 
mor will recur most assuredly. Some surgeons 


might not agree with us on this point and we 
recognize that the question as to which is the 
greater evil, the benign tumor or the facial paral- 
ysis, is a difficult one to answer. 

It is conceivable that a situation might occur 
in which the surgeon does not know the type of 
tumor with which he is dealing and in which the 
tumor is attached to the facial nerve. Of course, 
the question arises whether the tumor is to be ex- 
cised widely, including the nerve (as would be 
indicated if it were carcinoma), or whether an at- 
tempt be made to dissect the nerve free of the 
growth without leaving tumor tissue behind. In 
such an instance it would appear advisable to be 
guided by what a frozen section of the tumor 
shows. Although much has been written about 
the danger of perforating the capsules of mixed 
tumors because of the possibility of spilling tu- 
mor cells into the wound, this is not likely to bea 
real hazard if the section is taken from a peri- 
pheral, already isolated region of the growth and 
if the wound is walled-off well. 

Comments on the operation were recorded in 
50 of the 288 cases reported in which treatment 
consisted of excision. In only 3 of these was it 
necessary to dissect out the facial nerve. The re- 
maining tumors were removed without difficulty 
and the statements regarding the ease of excision 
are almost identical. Only 2 instances of post- 
operative facial paralysis, one permanent (65) 
and one temporary (66), are reported. The only 
other operative complications reported are 1 case 
of salivary fistula (39) and 2 cases of keloid for- 
mation in the incision (84). It is apparent that 
the surgical treatment of papillary cystadenoma 
lymphomatosum is usually technically simple and 
is infrequently followed by complications. 








MIKULICGZ’S DISEASE 


The fully developed clinical picture of Miku- 
licz’s disease as it was originally described is fa- 
miliar to most of us, but it does not concern us 
here, for frequently it does not enter the realm of 
the surgeon. What we fail to recognize is that 
Mikulicz’s disease often may be confined to one 
or both parotid glands and then must be differen- 
tiated from parotid neoplasms: The fact that ina 
number of cases this lesion has been diagnosed 
incorrectly and has been treated as a malignant 
neoplasm is evidence that this differentiation 
may be difficult. As a corollary to the last state- 
ment, it becomes imperative for the surgeon to 
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disease if he is to recognize it for what it is and to 
treat it accordingly. 

In 1888, Johann Mikulicz (72) reported a case 
of bilateral, chronic, painless enlargement of the 
lacrymal and all salivary glands with no evidence 
of disease of the general lymphatic system and 
with a benign course. Microscopic examination 
revealed that the diseased glands had retained 
their lobular architecture despite the great in- 
crease in size, but the normal structures were 
almost completely replaced by a diffuse small 
round cell infiltration. Microscopic evidence 
of the existence of an already known disease, 
such as tuberculosis, sarcoidosis, or lymphosar- 
coma, was completely lacking and Mikulicz be- 
lieved he was dealing with an obscure infectious 
or parasitic process. The condition which he de- 
scribed very soon became known as Mikulicz’s 
disease. 

Subsequent authors ignored some of the de- 
tails of Mikulicz’s description and reported a 
great variety of different diseases which happened 
to involve the lacrymal and salivary glands, but 
which had diverse histopathologic characteris- 
tics, as Mikulicz’s disease. Thus, cases of tuber- 
culosis, malignant lymphoma, leukemia, and sar- 
coidosis were included, and the confusion which 
has persisted to the present day resulted. In 1927, 
Schaffer and Jacobsen (94), in an attempt at clar- 
ification, established a sound etiologic classifica- 
tion of these conditions, which is accepted gener- 
ally today. These authors classified Mikulicz’s 
disease as a condition of unknown etiology involv- 
ing the lacrymal and salivary glands, whereas 
involvement of the lacrymal and salivary glands 
by tuberculosis, leukemia, the malignant lymph- 
omas, syphilis, sarcoidosis, and other known 
pathologic processes was classified as Mtkulicz’s 
syndrome. 

We wish to discuss the clinical and pathologic 
characteristics of Mikulicz’s disease when it is 
manifested as a mass in one or both parotid areas 
without involvement of other glands. Under such 
circumstances, the pathologic changes which are 
found in the parotid gland are identical with 
those which are found incases with multiglandular 
involvement. Although some of the details in 
Mikulicz’s original case are obscure, the pathol- 
ogic features are similar to those which he de- 
scribed. Therefore, we prefer to continue in usage 
the well established term ‘‘Mikulicz’s disease”’ 
rather than to employ some other name which 
might further cloud an already hazy picture. 
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Fic. 4. Roentgenogram of the face of a woman with 
Mikulicz’s disease of the left parotid gland. Numerous 
small calcifications are seen in both parotid regions, al- 
though clinically only the left side was involved. 


Case Report 


Recently we treated a young woman with 
Mikulicz’s disease confined to the left parotid 
gland. As often happens, there was some uncer- 
tainty regarding the diagnosis and treatment in 
this case. Nevertheless, it was quite typical, both 
clinically and on pathologic examination, of the 
condition with which we are concerned, and we 
wish to describe it in detail. 

Register No. 4199, Path. No. SS-735-54. C. P., 
a 22 year old white female, was admitted to the 
United States Army Hospital, Bad Cannstatt, on 
May 14, 1954, because of a mass at the angle of 
her left jaw of 3 months’ duration. On February 
5, 1954, she had developed pharyngitis and at 
that time first noticed the swelling. Although she 
had no fever or other constitutional symptoms, a 
diagnosis of unilateral mumps was made and she 
was admitted to another hospital where she was 
quarantined for 2 weeks. When the swelling 
failed to subside she was discharged and treated 
at home with intermittent warm saline soaks for 
2 months and with sulfonamides for 6 days. As 
the mass did not decrease in size she was sent to 
our hospital. At no time was the mass painful, 
tender, hot, or red. She had had no fever, ear- 
ache, difficulty in chewing or swallowing, xeros- 
tomia, salivation, conjunctivitis, or arthritis. Her 
appetite had remained good and her weight sta- 
ble. The size of the mass had remained static. 
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She had never had mumps or any other swelling 
in the parotid region or neck. The anamnesis was 
otherwise noncontributory. 

On physical examination there was a 4 by 2.5 
centimeter oval, smooth, firm, nontender, cold 
mass overlying the angle of the left jaw with an 
extension superiorly, anterior to the lobe of the 
left ear. The mass was fixed to the underlying 
tissues but the skin was freely movable over it 
and appeared normal. Posterior to the mass was 
a firm, oval, nontender, freely movable lymph 
node 1.5 centimeters in diameter. Stenson’s ducts 
and the oral mucosa appeared normal, as did the 
saliva. The vital signs and the remainder of the 
examination were normal. 

Studies. A complete blood count, urinalysis, a 
cardiolipin test for syphilis, and a roentgeno- 
gram of the chest were normal. Roentgenograms 
of the face showed multiple small areas of calcifi- 
cation throughout both parotid regions (Fic. 4). 
A sialogram of the left parotid gland demon- 
strated saccular dilatation and beading of al- 
most all of the terminal ducts, believed to be on 
the basis of inflammation (Fic. 5). No intraductal 
calculi were seen. 

Treatment. On May 18, 1954, the tumor of the 
left parotid gland was excised. The growth in- 
volved the superficial lobe of the parotid gland 
diffusely and no distinct capsule demarcated the 
lesion from normal parotid tissue. After the facial 
nerve and all of its branches were isolated, the 
superficial lobe was excised completely, but the 
facial nerve wasleftintact. Alymph node posterior 
to the gland was also excised. A frozen section of 
the excised mass was reported as showing a be- 
nign lymphoid growth. The wound healed well 
and function of the left facial nerve remained 
normal. The patient was discharged 11 days after 
the operation. Eight months postoperatively she 
was well with no evidence of recurrence or de- 
velopment of a swelling in the opposite (right) 
parotid region. 

Pathology. The mass measured 5 by 3 by 1.5 
centimeters in size and was composed of nodular, 
homogeneous, pale tan, soft tissue with no dis- 
tinctivecapsule. Oncutsection, the massappeared 
to be divided into lobules by thin septa (Fic. 6). 
A number of the lobules contained a small crypt 
in the center and tiny calcareous bodies were felt 
and seen in some of these crypts. 

On microscopic examination, the tumor was 
composed of lymphoid tissue containing scattered 
epithelial foci and surrounding occasional small 


epithelial lined spaces (Fics. 7, 8, 9, and 10), 
The lymphoid tissue contained infrequent folli- 
cles with germinal centers. The epithelial cells 
were arranged in cords and small oval masses a 
few of which showed beginning hyalinization. 
The cystic spaces were lined by multilayered cu- 
boidal epithelium which frequently was infil- 
trated by lymphocytes. The cysts contained amor- 
phous acidophilic material and occasional cal- 
careous masses. Occasional normal parotid ducts 
and ducts with hyperplastic epithelium were 
seen. No mitoses were seen in either the lymphoid 
cells or the epithelial cells. At the periphery of 
the lesion, where normal parotid tissue was pres- 
ent, the lymphoid infiltration was separated from 
the gland parenchyma by narrow connective 
tissue septa, but in several places the two blended 
rather intimately. 

Diagnosis. The pathologic diagnosis was “‘solid 
variant of Warthin’s tumor’’, but after review it 
was changed to Mikulicz’s disease of the parotid 
gland. 


Incidence, Age, Sex, and Race 


Mikulicz’s disease confined to the parotid gland 
is an uncommon condition, but it is extremely 
difficult to determine just how rare it is. A re- 
view of the literature has been unsatisfactory be- 
cause this lesion is reported under a number of 
different names. Moreover, several recorded cases 
have not been verified by microscopic studies 
(45) and are unacceptable as a result. Our re- 
view is a selective one, therefore, and the 65 
cases which we have collected undoubtedly do 
not include all of the reported cases. Neverthe- 
less, this group of 65 cases is sufficiently large to 
provide an understanding of the nature of this 
condition. 

Of the 65 cases, only 14 are described as Mik- 
ulicz’s disease (36, 75, 104, 120). Eleven cases 
are reported as a solid variant of papillary cyst- 
adenoma lymphomatosum (17, 37, 61, 84), 11 
cases are called ‘‘lymphocytic tumor” (51), and 
11 cases are reported as “‘benign lymphoepithe- 
lial lesion”? (30). The latter term was introduced 
by Godwin in an excellent review of this subject, 
but we fear that it will be confused with the 
malignant lymphoepithelioma even though he 
warns against such a connotation. Seven cases 
are reported as “chronic inflammation” (113), 
6 cases as “lymphomatoid adenoma”? (3), 3 cases 
as lymphoma (97, 103) and 2 cases as lympho- 
epithelioma (23, 101). Two of the cases were 











tio 
vie 


first 
but 
the 
ver’ 
tur 


tun 
cep 


per 
Ba 
toi 
erc 
in 
So] 
be 
we 
an 



































Orloff: LESIONS OF THE PAROTID GLAND 531 


5b 


Fic. 5. Sialogram of the left parotid gland of a woman with parotid Mikulicz’s disease showing saccular dilata- 
tion and beading of the terminal ducts, but no duct obstruction. Both the anteroposterior (A) and the lateral (B) 


views are shown. 


first described as lymphoma and 3 as carcinoma, 
but the diagnoses were later changed. Despite 
the variety of names used, some of which have 
very serious implications, the microscopic fea- 
tures in all of the cases are identical. 

In most of the reports of large series of parotid 
tumors, no mention is made of this lesion. Ex- 
ceptions to this are the series of Kirklin et al. (51) 
in which “‘lymphocytic tumors” comprised 1.5 
per cent of 717 parotid tumors, that of Bauer and 
Bauer (3) in which the incidence of “‘lymphoma- 
toid adenoma’”’ was 4.9 per cent of 122 parotid 
erowths, and that of Swinton and Warren (113) 
in which 8.6 per cent of 81 parotid tumors were 
“chronic inflammation.” So little attention has 
been given to this condition in the literature that 
we are unable to determine the true incidence 
and must conclude that it occurs infrequently. 

In 44 of the 65 case reports, the age is stated 
(Table V). The oldest patient was 73 years of 
age, the youngest was 15 years old, and the 
average age of the group was 49.3 years. Seventy- 
four per cent of the patients were between 40 
and 69 years of age and only 7 per cent were less 
than 30 years old. Thus, parotid Mikulicz’s dis- 
ease occurs most commonly in middle-aged and 
elderly people. 

In 46 cases the sex is mentioned (Table V). 
Thirty-five patients (76 per cent) were females 
and 11 (24 per cent) were males. a ratio of 3.2 


women to each man. This preponderance of fe- 
male patients is in direct contrast to the male 
preponderance of papillary cystadenoma lym- 
phomatosum and the equal incidence in the 
sexes of other parotid neoplasms. 

Race is mentioned in only six of the reports. 
All of these patients were white. 


Symptoms and Clinical Findings 


Mikulicz’s disease of the parotid gland is often, 
but not invariably, an asymptomatic condition. 
When symptoms are present, they are usually 
mild and not very helpful in distinguishing the 
disease from parotid neoplasms. In 35 of the cases 
which were reviewed, the presence or absence of 
symptoms is reported (Table VI). Pain, a symp- 
tom which we often associate with malignancy, 
was present in 6 cases (17 per cent); it was usu- 
ally slight. Dryness of the mouth was experienced 
by 8 patients (23 per cent), most of whom had 
bilateral disease. Symptoms of inflammation oc- 
curred in 3 cases (9 per cent), and in each of 
these they were only temporary and appeared 
after the mass had attained a considerable size. 
Fever was present in only one case (3 per cent). 
None of the patients developed facial paralysis or 
had dysphagia. In 19 cases (54 per cent) no symp- 
toms occurred. It appears that concern about 
the disfiguring mass was the usual reason for 
seeking treatment. 
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TABLE V.—INCIDENCE OF AGE AND SEX, DURATION, 
LOCATION, AND SIZE OF MASS IN MIKULICZ’S 
DISEASE OF PAROTID GLAND 


Incidence No. cases 
Per cent reporting 


RS asancooasy 15 to 39 21 
40 to 69 74 44 

70 to 73 5 

ee 76 
Male 24 46 

Duration 1 Year or Under 51 
OF Mats......... 1 to 3 Years 27 41 

Over 3 Years 22 

Location........ Unilateral 77 
Bilateral 23 59 

Size 1 to 2.9 Cm. 39 
(Largest 3 to 5.9 Cm. 29 27 

diameter)..... Over 5.9 Cm. 38 


Ten patients (29 per cent) reported that the 
swelling increased and decreased in size from 
time to time. Of these, several reported that en- 
largement of the mass was associated with an 
upper respiratory infection. Fluctuation in the 
size of the mass is a phenomenon which appears 
to be of significance from a diagnostic standpoint, 
since it is rarely associated with parotid neo- 
plasms. Admittedly, a patient’s statement about 
variation in size cannot always be accepted as 
fact, but if the patient is certain that such has oc- 
curred, a diagnosis of Mikulicz’s disease should 
receive consideration. 

As in our patient, the swelling was first noticed 
during an upper respiratory infection in 3 cases 
(9 per cent) and following a tooth extraction in 
one case (3 per cent). The significance of this 
association is not clear and it may be coinciden- 
tal. Finally, the incidence of symptoms in other 
systems should be mentioned, particularly in 
view of the apparent relationship of Mikulicz’s 
disease to Sjégren’s syndrome, which Morgan 
(74) has recently indicated. In 5 cases (14 per 
cent) the symptoms of arthritis were present and 
in 3 the patients (9 per cent) were reported to 
have had conjunctivitis, both of which conditions 
are present in the syndrome described by Sjégren 
(100). 

Table V shows the duration of the disease be- 
fore treatment. Fifty-one per cent of the 41 cases 
in which the duration is reported were treated 
within a year of the onset of the illness and 73 
per cent were treated within 2 years of the onset. 

It is interesting to note that 23 per cent of the 
65 patients developed masses in both parotid re- 
gions (Table V). The incidence of bilateral oc- 
currence is greater than that of any parotid 
neoplasm. The finding of bilateral disease should 


TABLE VI.—SYMPTOMS IN 35 CASES OF MIKULICz’s 
DISEASE OF THE PAROTID GLAND 


Incidence 
Symptom No. cases Per cent 
Direct Symptoms 
NII 5666-5, 9-2 dasa vise hae 8 23 
WM cals vali uo walneain' eRe REX 6 17 
eS en are 3 9 
Pa ss as cares eee aren nce ariieeRig 1 3 
Variation: In Bist sick ccc ccc ces 10 29 
Sudden Increase In Size........... 3 9 
No Direct Symptoms..............0...+. 19 54 
ASSOCIATED SYMPTOMS 
Onset With UsRAL... 05.5 cca ccccies 3 9 
Onset With Tooth Extraction....... 1 3 
EMR Se Or ce calew aces cecaws 5 14 
OR IUOUVIUE 6 o5. 0 Sa tas ever esenes 3 9 


immediately suggest a diagnosis of Mikulicz’s 
disease. In the unilateral cases, the two sides 
were involved with equal frequency. 

Mikulicz’s disease may be confined to the pre- 
parotid lymph nodes, may involve only a part of 
the parotid gland, or may involve the gland dif- 
fusely. As a result, the size of the mass varies 
greatly from case to case. Of the 27 cases in which 
the size was recorded, the smallest lesion was 1 
centimeter in greatest diameter and the largest 
was 11 centimeters (Table V). 

The characteristics of Mikulicz’s disease on 
physical examination are of little help in distin- 
guishing it from other parotid growths, as a re- 
sult of which a diagnosis of “parotid tumor” is 
usually offered. The condition has been found to 
present as a well circumscribed, freely movable, 
superficial mass in the parotid area, as a fixed 
mass arising from one part of the parotid gland, 
or, most commonly, as a diffuse symmetrical 
swelling of the entire parotid gland. Most of the 
reported lesions were firm, although a few were 
soft, and all of the lesions were nontender. In 
most of the cases, the mass was fixed to deep 
structures but the overlying skin was normal in 
appearance and freely movable. Occasionally 
the mass was multinodular, although in the great 
majority of cases it was smooth and homogeneous. 
Invariably, the lymph nodes in the surrounding 
area were not enlarged. 

It is apparent from the foregoing description 
that often it is extremely difficult, if not impos- 
sible, to differentiate Mikulicz’s disease confined 
to the parotid gland from parotid neoplasms by 
anamnesis and physical examination. If a female 
patient develops diffuse, nontender, bilateral en- 
largement of the parotid glands with no signs of 
inflammation, a diagnosis of Mikulicz’s disease 
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Z's should be entertained seriously. Perhaps the his- 
tory of variation in the size of the masses would 
es increase the likelihood of this diagnosis. How- 

ever, the majority of patients do not present all 
of these features, and many patients present none 


of them. Thus, the surgeon is usually faced with 


the problem of determining the nature of a par- 
otid mass and he is hard put to arrive at a con- 
; clusive clinical diagnosis. 
Diagnostic Aids 
| In 6 cases the result of roentgenography of the 
parotid region is mentioned. In 4 of these the 
) roentgenogram was normal, but in 2 cases it 
showed small areas of calcification throughout 
Z's the involved gland. An additional case of parotid 
les calcification is the one reported in this review 
(Fic. 4). In our case the tiny radiopaque masses 
e- were found both in the involved parotid gland 
of and in the supposedly normal opposite gland, 
if- which leads us to speculate on the likelihood that 
es . this patient might develop enlargement of the 
ch gland on the opposite side. Parenchymal calci- 
1 fications in the parotid gland are believed to 
st indicate chronic inflammation, which is in 
keeping with the commonly held belief that 
Dn Mikulicz’s disease is an inflammatory condition. 
n- Although the number of cases is insufficient to 
e- determine the significance of this finding, the 
is presence of calcifications might lend some weight 
to to the diagnosis of Mikulicz’s disease as opposed 
fe, to that of neoplasm. 
d Parotid sialography was performed in 3 cases 
d, reported in the literature as well as in our case. 
al In 3 of the 4 cases, sialectasis and displacement 
1e of the duct system around a large mass were seen 
re (Fic. 5). Terminal duct sialectasis is found in 
n diseases which involve the parotid gland dif- 
Pp fusely and is believed to indicate inflammation 
n with or without duct obstruction (7, 96). Thus, 
ly it is in no way diagnostic of Mikulicz’s disease. 
it Nevertheless, sialography is of aid in ruling out 
S. the presence of a salivary calculus, and it may 
g suggest that the lesion is inflammatory rather 
than neoplastic. 
n Aspiration biopsy of the lesion was performed 
= in only 6 cases, and in none of these was it pos- 
d sible to make a diagnosis on the basis of this 
y procedure. In 3 cases the specimen consisted of 
e lymphoid tissue, in 2 cases it was made up of 
- both salivary gland and lymphoid tissue, and in 
\f 1 case only fluid was obtained. Nevertheless, we 
feel that needle biopsy is of value in the diag- 
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Fic. 6. Gross specimen of parotid Mikulicz’s disease re- 
moved from a woman, showing the cut section appear- 
ance. Note the lobular arrangement and the occasional 
cystic spaces. 


nosis of benign epitheliolymphoid lesions of the 
parotid gland. Although this procedure often 
does not yield an accurate diagnosis, it may in- 
dicate the benign or malignant nature of the le- 
sion. Moreover, it reveals the lymphocytic char- 
acter of the growth, thereby narrowing the 
diagnostic considerations down to a few diseases 
and pointing the way to therapy. Since Miku- 
licz’s disease may be cured by radiation therapy, 
this information is of particular importance. 


Pathology 


Gross. Mikulicz’s disease most commonly in- 
volves the entire parotid gland, and when it does 
the enlargement of the gland is diffuse and sym- 
metrical. Although occasionally the lobulations 
are obliterated, in most instances the lobular 
architecture is distinctly preserved despite the 
diffuse disease. Not uncommonly, however, the 
disease is confined to a portion of the parotid 
gland and appears as an area of focal nodularity 
which is not encapsulated. Finally, Mikulicz’s 
disease occasionally appears as a well circum- 
scribed tumor clearly demarcated from the ad- 
jacent gland by a partial or complete capsule (30, 
37, 75). 

The specimen may be of firm or soft consist- 
ency, and the surface smoothly lobular or frankly 
nodular. On cut section the mass presents a 
smooth and glistening surface and is made up of 
pinkish gray to tan homogeneous tissue which 
often closely resembles lymphoid tissue. Fre- 
quently the tissue is divided into distinct lobules 





















































Fic. 7. Photomicrograph of parotid Mikulicz’s disease 
showing epimyoepithelial islands in a dense lymphoid 
stroma (approx. 113). These islands are not found in any 
other lesion. 


by thin fibrous septa and, when present, this is 
the most distinguishing naked-eye characteristic 
of the lesion (Fic. 6). 

In some specimens occasional cystic spaces 
varying in size from a few millimeters to 1.5 cen- 
timeters are seen. Finally, tiny calcareous bodies 
are found here and there in some lesions. 

Microscopic. Mikulicz’s disease presents a his- 
tologic picture of dense lymphoid tissue contain- 
ing scattered epithelial elements (Fics. 7, 8, 9, 
and 10) (30, 61, 75, 84, 113). However, the dura- 
tion of the lesion appears to determine the extent 
of alteration of the parotid gland parenchyma, 
and various amounts of normal or only partially 
altered acinar and ductal tissue may be found. 

The lymphocytic infiltrate is usually heavy 
and diffuse, but the finding of lymphoid follicles 
with germinal centers is not uncommon. When 
the gland is involved diffusely, the lymphoid tis- 
sue conforms to the lobular pattern, as a rule, 
and does not spread across the fibrous septa 
demarcating the lobules. Except in early lesions, 
the parotid gland acini are replaced completely 
by this round cell infiltration. 

Scattered in the lymphoid matrix are foci of 
epithelial cells arranged in oval clumps and 
cords, and surrounded by a basement membrane 
(Fics. 7 and 8). Morgan and Castleman (75) 
have demonstrated conclusively that these are of 
ductal origin and arise by proliferation and alter- 
ation of the epithelial and myoepithelial cells 
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with subsequent obliteration of the duct lumina. 
They have named these cell aggregates ‘“‘epimyo- 
epithelial islands.” Not infrequently the cells 
contain mitotic figures. Various stages in duct 
metamorphosis may be observed, depending on 
the duration of the disease. Thus, in early lesions 
normal ducts and those which show epithelial 
proliferation but which have not lost their lumina 
may be seen, while advanced lesions may con- 
tain only epimyoepithelial islands. Another find- 
ing which depends on the duration of the disease 
is the hyalinization of the epimyoepithelial is- 
lands; in early lesions little or no hyaline is found, 
while in lesions of long duration almost all of the 
cell islands may exhibit severe hyaline degen- 
eration. 

Often, but not invariably, a few small cysts 
are found embedded in the stroma. These are 
lined by stratified cuboidal epithelium of variable 
thickness which is frequently infiltrated by lym- 
phocytes and does not form the papillary pro- 
jections characteristic of papillary cystadenoma 
lymphomatosum (Fic. 9). This lining shows the 
same proliferative changes that are seen in ducts 
which go on to form epimyoepithelial islands. 
The cysts contain acidophilic homogeneous ma- 
terial, cellular debris, and occasionally small 
deposits of calcium which are sometimes found 
in the stroma as well. The cysts appear to arise 
as a result of dilatation of the larger parotid 
ducts. 

Infrequently the lesion is surrounded by a 
complete fibrous capsule, but usually no capsule 
or an incomplete one is present. When a capsule 
is lacking, there is often a gradual transition 
from normal to diseased parotid tissue with no 
sharp line of demarcation (Fic. 10). 

The combination of abundant lymphoid tissue 
and epimyoepithelial islands is characteristic of 
Mikulicz’s disease alone and is not found in any 
other lesion of the parotid gland. There should 
be no difficulty in microscopically differentiating 
this condition from papillary cystadenoma lym- 
phomatosum, carcinoma, lymphoepithelioma, 
and from the chronic inflammation which is as- 
sociated with salivary calculus. Differentiation 
from malignant lymphoma may be less simple, 
but the preservation of lobular architecture, the 
confinement of the round cells to within the limits 
of the septa, the maturity of the lymphocytes, 
and, most important, the presence of epimyo- 
epithelial islands should serve to indicate the 
benign nature of the lesion. 
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Pathogenesis 


The varied terminology used to describe this 
lesion is evidence of the confusion regarding its 
nature. More than one-third of the 65 cases were 
reported as neoplasms, and, because of the seri- 
ous implications of this classification, we wish to 
emphasize that Mikulicz’s disease is character- 
ized by an absence of neoplastic features. Al- 
though the parotid ducts undergo both hyper- 
plasia and metaplasia, these changes are self- 
limited and do not spread out into the surround- 
ing stroma. The lymphoid tissue has the earmarks 
of an inflammatory rather than a neoplastic in- 
filtration. The clinical course is chronic and 
benign. Therefore, it is unlikely that this lesion is 
a neoplasm. 

It is not known whether the primary abnor- 
mality in Mikulicz’s disease involves the duct 
system or the lymphoid tissue; perhaps each plays 
a major role. Lymphocytic infiltration is seen to 
a lesser degree in chronic inflammatory proc- 
esses, but rarely are other inflammatory cells 
excluded so completely from the infiltrate as in 
Mikulicz’s disease. On the other hand, the duct 
changes and the resultant epimyoepithelial is- 
lands are not found in any other condition and 
appear to be pathognomonic of this disease. 


Fic. 8. Photomicrograph of parotid Mikulicz’s disease taken under high power magnification to show the detailed 
structure of a single epimyoepithelial island (approx. 454). The island is surrounded by lymphocytes. 
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What then is the true nature of Mikulicz’s 
disease? Although attempts to determine the eti- 
ology of this condition have been unsuccessful, 
the clinical and pathologic characteristics sug- 
gest that it is most probably an inflammatory 
process of an unusual type. It is different from 
the usual form of inflammation in that inflam- 
matory signs and symptoms are lacking, duct 
calculi and evidence of duct obstruction are ab- 
sent, and no pathogenic bacteria or parasites are 
found in the saliva. There is no evidence that 
allergy, avitaminosis, or exogenous toxins play a 
part in the etiology (75). The peculiar affinity of 
Mikulicz’s disease for middle-aged and elderly 
females suggests a relationship to Hashimoto’s 
struma of the thyroid gland which most com- 
monly affects a similar age and sex group; how- 
ever, patients with Hashimoto’s struma rarely 
have salivary gland disease (75). 

Recently Morgan (74) has demonstrated the 
relationship of Mikulicz’s disease to Sjégren’s 
syndrome (100), a rare syndrome which usually 
affects women over 40 years of age and which 
consists of dry keratitis and conjunctivitis (kera- 
toconjunctivitis sicca), dryness and atrophy of 
the oropharyngeal mucous membranes (rhino- 
stomatopharyngolaryngitis sicca), parotid gland 
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as 0 + 


Fic. 9. Photomicrograph of parotid Mikulicz’s disease 
showing a small cystic space which is lined by ductal epi- 
thelium (approx. 95.5). The epithelium is disorganized, 
hyperplastic, and infiltrated by lymphocytes. 


swelling, and chronic polyarthritis. This author 
has shown that the parotid lesion of Sjégren’s 
syndrome is the same as that of Mikulicz’s dis- 
ease. Further, he has found a number of patients 
with Mikulicz’s disease who have, in addition, 
one or more of the findings of Sjégren’s syn- 
drome. Morgan’s thorough studies suggest that 
the two diseases are probably manifestations of a 
single process which is most likely systemic rather 
than localized in nature. Moreover, the systemic 
origin plus the involvement of the joints suggest 
a relationship to the so-called collagen diseases. 

As we mentioned previously, Mikulicz’s dis- 
ease occasionally occurs as a well circumscribed, 
encapsulated parotid mass. In the discussion of 
the pathogenesis of papillary cystadenoma lym- 
phomatosum, we indicated that normal parotid 
ducts frequently are found in lymph nodes ex- 
ternal to the parotid capsule. It is conceivable 
that Mikulicz’s disease could be confined to these 
preparotid lymph nodes, under which circum- 
stances the lesion would be encapsulated and well 
demarcated from the parotid gland proper. We 
believe that this mechanism accounts for the oc- 
casional well circumscribed lesion. 


Prognosis 


Mikulicz’s disease is a chronic benign condi- 
tion. There is no authentic case on record in 
which death could be attributed to it. Although 
one patient (61) was reported to have shown a 
syncytial reticulosarcoma developing in this le- 
sion, we believe that a sarcoma and not Miku- 


licz’s disease was present from the beginning. In 
none of the reported cases has there been micro- 
scopic evidence that this lesion is capable of as- 
suming an aggressive character. A number of 
cases of spontaneous cure with disappearance of 
the glandular enlargements after several years 
have been reported, although by no means is 
this the usual manner in which Mikulicz’s dis- 
ease behaves. Cases have been observed to con- 
tinue for many years with little effect on the 
general health of the patient. 

It is somewhat surprising to find that the re- 
currence rate of Mikulicz’s disease following sur- 
gical treatment is quite high. Whether recurrence 
is due to inadequate excision or to development 
of a new lesion in the same site is not known. Of 
the 54 patients treated surgically, 8, or 14.8 per 
cent, developed recurrent disease. All but one of 
these cases were followed up, the follow-up pe- 
riods varying from a few months to 20 years. In 
6 of the 8 cases the time of recurrence is reported 
and in all of these the recurrent swelling was ob- 
served within a year of the initial treatment. The 
earliest recurrence was found 6 months after 
operation. In contrast, none of the 10 patients 
treated by radiation had a recurrence. Six of 
these 10 cases were followed up for from 1 to 11 
years, while the results of follow-up were not 
mentioned in 4 cases. 

The prognosis of Mikulicz’s disease of the pa- 
rotid gland with regards to life expectancy and 
general health is excellent. However, the over-all 
recurrence rate for this condition, irrespective of 
the type of treatment, was 13.5 per cent; there- 
fore predictions of cure should be guarded, par- 
ticularly when surgical treatment is employed. 


Treatment 


Operation. We have emphasized that Mikulicz’s 
disease confined to the parotid gland often can- 
not be differentiated clinically from parotid neo- 
plasms. As a result, patients with this condition 
frequently will come to operation with a non- 
specific diagnosis of “‘parotid tumor.” Since Mik- 
ulicz’s disease commonly involves the parotid 
gland diffusely, it is apparent that the technical 
aspects of excision often will be complex. If the 
surgeon believes he is dealing with a neoplasm 
and attempts to excise it completely, he will fre- 
quently end up performing a radical operation 
for this benign disease. 

Many of the case reports in the literature do 
not include descriptions of the operations or of 
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postoperative complications. However, the avail- 
able information indicates that surgical therapy 
often has been extensive with resultant severe 
sequelae. Eleven cases are reported to have been 
treated by radical parotidectomy, while many 
others were treated by subtotal parotidectomy 
with removal of the entire superficial lobe. In 5 
cases the facial nerve was sacrificed intentionally 
and in 3 other cases temporary facial paralysis 
occurred. In almost every instance in which rad- 
ical therapy was employed it was used because 
the surgeon did not know the nature of the lesion 
which he was treating and believed it to be a 
neoplastic process. 

Is radical excision indicated for Mikulicz’s dis- 
ease? We believe that this benign lesion does not 
require radical removal. Moreover, since Miku- 
licz’s disease responds so well to radiation, we 
feel that when the therapy may be chosen it 
should be radiation rather than operation. Be- 
cause of the difficulty in making a preoperative 
diagnosis, however, many patients with this con- 
dition will be subjected to surgical treatment. To 
avoid the error of uncalled for aggressiveness, we 
strongly recommend the use of biopsy and frozen 
section for all lesions which are found at opera- 
tion to involve the gland diffusely and which are 
not obviously carcinomas or mixed tumors. If a 
frozen section diagnosis of Mikulicz’s disease is 
rendered by the pathologist, it is advisable to ex- 
cise as much of the lesion as is possible without 
endangering the seventh nerve, and to give radi- 
ation therapy postoperatively. 

Radiation. Seventeen patients are reported to 
have received radiation therapy for Mikulicz’s 
disease confined to the parotid gland. In most of 
these cases the radiation was used either because 
the surgeon thought he was dealing with a malig- 
nant neoplasm or because the lesion had recurred 
following excision. In 6 of the cases, despite the 
fact that the patients were cured, no conclusion 
can be drawn regarding the effect of radiation 
because it was combined with operation. In one 
case a trial of radiation therapy was unsuccessful 
and the lesion was subsequently excised radically. 
The remaining 10 patients were treated with 
radiation alone and all of them were cured of the 
disease. It is interesting to note that 5 of these 10 
patients had lesions which had recurred after ex- 
cision and which were subsequently eradicated 
by radiation. 

Although experience with the use of radiation 
is not extensive, it appears that Mikulicz’s dis- 
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Fic. 10. Photomicrograph of parotid Mikulicz’s disease 
showing normal glandular parenchyma at the periphery 


of the lesion (approx. 58.5). There is no sharp line of de- 
marcation between normal and diseased tissue. 


ease responds favorably to radiation and that 
this is the therapy of choice. In view of the not 
infrequent difficulties encountered in attempts at 
excision, it is particularly significant that an ef- 
fective nonoperative method of treatment is avail- 
able. The problem which remains to be solved, 
therefore, is not so much one of therapy but that 
of making the correct diagnosis so that the proper 
treatment can be employed. 

Plan for management. Aside from obvious in- 
flammatory lesions which occasionally are made 
up of lymphoid tissue, there are only three le- 
sions of the parotid gland which contain dense 
lymphoid stromas and which present as masses. 
These are papillary cystadenoma lymphomato- 
sum, Mikulicz’s disease, and the group of malig- 
nant lymphomas including leukemia. As we have 
stated earlier, aspiration biopsies frequently are 
not satisfactory for making an exact diagnosis, 
but often they reveal the type of tissue of which 
a lesion is composed. Therefore, if a needle bi- 
opsy is taken of a puzzling parotid mass and 
lymphoid tissue is obtained, one can be fairly 
certain that he is dealing with one of the three 
conditions. Once it has been established that the 
mass is one of the “lymphoid” diseases, it would 
appear advisable to subject the patient to a trial 
of radiation therapy. If the response to treatment 
is unfavorable, excision can then be performed 
(Fic. 11). 
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Parotid”Mass 


Aspiration Biopsy 


“Lymphoid” Lesion 


Trial Radiation Therapy 





Mikulicz’s Disease 


Papillary Cystadenoma Lymphomatosum 


Malignant Lymphoma 








Cured No Response Temporary Response No Response 
Excision Not Sag Excised Later — Excision 
Cured Not Cured Not Cured 


Fic. 11. Plan for management of “lymphoid” lesions of the parotid gland. 


We believe that there is much to be gained and 
only minimal danger in using radiation therapy 
on a trial basis. If the lesion is Mikulicz’s disease 
it probably will be eradicated and an operation 
will be avoided. If the mass is a papillary cyst- 
adenoma lymphomatosum it most likely will not 
be affected by radiation and will have to be ex- 
cised, but the delay will be of no consequence. If 
the tumor is one of the malignant lymphomas it 
may or may not respond temporarily to radia- 
tion. However, not only are malignant lympho- 
mas of the parotid gland extremely rare, but also 
the parotid lesion is almost invariably a local 
manifestation of a generalized disease for which 
there is no satisfactory therapy. We are of the 
opinion that liberal use of aspiration biopsy and 
employment of trial radiation therapy will help 
to insure successful management of benign epi- 
theliolymphoid lesions of the parotid gland. 


SUMMARY AND CONCLUSIONS 


The clinical and pathological characteristics of 
the two benign epitheliolymphoid lesions of the 
parotid gland have been reviewed. Analysis of 
the 291 reported cases of papillary cystadenoma 
lymphomatosum has demonstrated that this neo- 
plasm occurs most commonly in middle-aged 
and elderly males and that it is found only in or 
adjacent to the parotid gland. Usually it is a uni- 
lateral lesion which presents as a superficial, dis- 
crete, movable mass. It rarely produces symp- 
toms and is responsible for no clinical manifesta- 
tions which distinguish it from other parotid 
growths. Histologically, papillary cystadenoma 
lymphomatosum is composed of a dense lymph- 
oid stroma containing multiple cysts lined by 


a double-layered, columnar eosinophilic epi- 
thelium which forms numerous papillary pro- 
jections. The microscopic appearance is striking 
and is subject to accurate diagnosis without 
difficulty. We believe that papillary cystadenoma 
lymphomatosum originates from parotid duct 
epithelium located in lymphoid aggregates within 
the parotid gland or situated in lymph nodes ad- 
jacent to the gland. The tumor is uniformly be- 
nign although it recurs if not excised completely. 
It is best treated by surgical removal which is 
rarely difficult since it commonly has a super- 
ficial location. Complications of treatment are 
infrequent. 

The cases of Mikulicz’s disease which have 
been reviewed were those in which the lesion in- 
volved only the parotid gland, under which cir- 
cumstances the problem of differentiation from 
parotid neoplasms arises. Sixty-five of such cases 
have been collected from the literature and an 
additional case has been described to illustrate 
the behavior of parotid Mikulicz’s disease. Many 
terms have been used to describe this lesion, and 
the resultant confusion has made it difficult to 
determine its true incidence, although it is be- 
lieved to be uncommon. Mikulicz’s disease of the 
parotid gland most commonly affects middle- 
aged and elderly females and it is productive of 
no characteristic symptoms. In one-fourth of the 
cases the disease occurred bilaterally and in al- 
most one-third of the cases a history of fluctua- 
tion in the size of the mass was obtained, both of 
which features are of diagnostic importance when 
present. The condition most commonly occurs as 
a diffuse parotid mass, although it may involve 
only part of the gland and on rare occasions oc- 
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curs as a discrete encapsulated swelling. His- 
tologically, the lesion usually lacks a capsule and 
is composed of a dense lymphoid stroma dis- 
tributed in lobules and containing focal collec- 
tions of epithelial cells of ductal origin, known as 
epimyoepithelial islands. These islands are not 
found in any other lesion and are diagnostic of 
Mikulicz’s disease. The pathogenesis of the con- 
dition is not known, but it is believed to be an 
atypical inflammatory process which has been 
shown to be related to Sjégren’s syndrome and 
perhaps is related to the collagen diseases. Al- 
though it is a benign, self-limited process, it recurs 
quite frequently following surgical therapy. 
Moreover, operative removal is often difficult 
because of the diffuse nature of the lesion, and, 
frequently, damage to the seventh nerve cannot 
be avoided. On the other hand, it appears that 
Mikulicz’s disease responds well to radiation 
therapy, and this is the treatment of choice. 

The difficulties encountered in attempting to 
distinguish the benign epitheliolymphoid lesions 
from other parotid lesions have been empha- 
sized. For the cases which come to operation, we 
have recommended the use of biopsy and frozen 
section at the operating table whenever the ques- 
tion of the advisability of radical removal arises. 
However, to obviate the problems encountered 
during operation, we have advocated the liberal 
use of aspiration biopsy preoperatively and the 
use of trial radiation therapy, to be followed, if 
unsuccessful, by excision. Because of the unique 
character of these lesions, the finding of lymphoid 
tissue in the aspirated specimen narrows the diag- 
nostic considerations down to three conditions: 
namely, the two benign epitheliolymphoid le- 
sions and the rare malignant lymphoma. Finally, 
it is our hope that increasing familiarity with 
these lesions will provide a means by which they 
may be managed effectively. 
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HEAD 


Some Less Common Bone Lesions Affecting the Jaws. 
Martin A. Rusuton. Oral surg., 1956, 9: 284. 


THE AUTHOR presents some uncommon bone lesions 
affecting the jaws, with illustrative case reports. The 
lesions discussed include hyperostosis associated with 
osteoporosis circumscripta cranii in youth; familial 
Paget’s disease; tuberous sclerosis; multiple discrete 
fibro-osseous tumors associated with dyschondro- 
plasia; hyperplastic callus in osteogenesis imperfecta; 
mandibular hypoplasia; and progressive facial hemi- 
atrophy. —S. Lloyd Teitelman, M.D. 


Temporomandibular Arthroplasty. Orro Gort.ics. 
Oral Surg., 1956, 9: 362. 


‘TEMPOROMANDIBULAR ANKYLOSIS with limited and 
painful mobility is extremely disabling, and should be 
treated surgically as early as possible. 

Operation often reveals such marked bone changes 
that partial resection must be done. This usually re- 
sults in marked improvement, but occasionally new 
bone formation at the site of resection and the forma- 
tion of new fibrous strands may give rise to recurrence. 
In an endeavor to avoid this complication various 
materials have been interposed between the temporal 
bone and the site of resection in the mandible. 

The author presents 4 cases of alloplasty in an 
ankylosed temporomandibular joint. In 3 of the 4 
cases excellent results were obtained. The fourth pa- 
tient suffered a recurrence, but since he had a spastic 
paralysis operative evaluation was difficult. Three of 
the prostheses used were of vitallium; the fourth con- 
sisted of an acrylic plastic. 

—Ely Elliott Lazarus, M.D. 


EYE 


The Viability of Fresh and Frozen Corneas as De- 
termined in Tissue Culture. Samuet D. McPueErson, 
Jr., JERRY W. DraAueim, VirciniA J. Evans, and 
WiLTon R, Earte. Am. 7. Ophth., 1956, 41: 513. 


THE RESULTs of an experimental study on rabbits to 
demonstrate the viability of fresh and frozen corneas 
are reported. The tissue culture test of cell migration 
was selected as the criterion of viability. The rabbit 
corneas were excised after the animals were killed, 
and the corneas were cultured in three groups: (1) 
fresh, (2) after being soaked in dilute glycerol and 





then frozen, and (3) after being frozen without pre- 
vious soaking in glycerol. 

The conclusions reached are based on data ob- 
tained from 208 tissue cultures. In all cultures, fresh 
corneas showed excellent migration of epithelial and 
fibroblastic cells within 48 hours. Corneas soaked in 15 
per cent glycerol, in Earle’s or Ringer’s solution, and 
then quick-frozen in carbon dioxide and alcohol 
showed a slight lag in migration, but the cultures were 
soon indistinguishable in migration and cell appear- 
ance from fresh corneas. Corneas frozen without 
glycerol protection showed no migration of epithelium 
in 28 per cent of the cultures; the remainder showed 
retarded migration and severe cell injury. The litera- 
ture on other studies with frozen corneas is reviewed 
and the mechanism of glycerol protection from the 
harmful effects of freezing is discussed. 

—Ray Karchmer Daily, M.D. 


EAR 


Chronic Otitis in Children. JEAN BourpDIAL and JEAN 
Jacoues Desain. Ann. Otol. Rhinol., 1956, 65: 57. 


Tue AuTHors deplore the fact that so little has been 
written concerning the treatment of chronic otitis 
media in children, despite the fact that it can present 
appearances and require treatment so different from 
the condition in the adult. Textbooks often advocate 
the use of medical treatment in children under 7 years 
of age, and of radical mastoidectomy if complications 
should threaten. 

Chronic otitis media in children is classified into 
five categories, viz: (a) mucous or tubal otorrhea with 
an inferior perforation; (b) atticotympanic mucopuru- 
lent otorrhea with a paracentral or posterosuperior 
perforation; (c) antroatticotympanic suppuration with 
a marginal perforation high in the posterior subliga- 
mental part of the pars tensa; (d) a suppuration with 
a perforation at the level of Shrapnell’s membrane; 
(e) subtotal destruction of the pars tensa. 

Medical treatment often fails in these cases and, 
when it does, the authors believe that surgery should 
be resorted to in the form of endaural atticotomy. 
Atticotomy is the least likely of the surgical proce- 
dures to damage the hearing. The commonest factor 
in the development of chronicity is swelling of the 
epitympanic mucosa; atticotomy provides a direct 
approach to the seat of the pathologic changes. 

—fohn R. Lindsay, M.D. 
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NOSE AND SINUSES 


Reimplantation of the Nose (Replantation du nez). 
CiaupE Dusost and JEAN Brenaymé. Mem. acad. chir., 
Par., 1956, 82: 201. 


THE PATIENT was a 39 year old woman who was 
knocked through a store window by an automobile 
which had gone out of control. Her nose and a large 
portion of her upper lip and facial soft tissues were 
completely severed from the head, the severed speci- 
men being found lying among the debris and glass on 
the floor of the store. The specimen, including the 
nose, was washed at the hospital with water and then 
with a dilute solution of quaternary ammonium. It 
was then submerged for 10 minutes in a solution of 
penicillin. The cartilage of the nasal septum was re- 
moved submucously and the specimen reimplanted, 
under general anesthesia, on the raw surfaces of the 
face resulting from the accident. In this procedure 20 
vascular sutures were made with atraumatic-needles. 

The postoperative care consisted of the administra- 
tion of penicillin and streptomycin intramuscularly, 
and of the local application of an icebag to the 
nose. Penicillin was then instilled into the nasal pas- 
sages. 

On the third day the nose was violet in color and 
seemed doomed to total sphacelation. The nasal 
drainage tubes which had been left in place following 
the operation were removed. 

On the fifth day after operation the nasal lobules 
of the nose had re-assumed a rosy color and the sep- 
tum was revascularized. The alae and soft tissues of 
the lip and face were still black in color. On the 
fifteenth day the sutures were removed. The left ala 
resumed a rosy color, and then the lip and the dorsum 
of the nose. On the fortieth day the cicatrization was 
almost complete, with only a small raw area remain- 
ing; the left ala had partially disappeared. The 
orifices of the nose were somewhat stenosed. Twelve 
days after the accident the cicatrization was complete. 
Interiorly, the septum was straight, without deformity 
and without evidence of perforation. Exteriorly, the 
nose had almost completely taken; elimination was 
limited to a portion of the left ala and the inferior 
border of the nasogenial flap; here healing had taken 
place by second intention. 

The final result was a nose slightly deviated to the 
left with a mild retraction of the lip on the left side. 
There was an atresia of the left nasal aperture. This 
has since been corrected. 

In the discussion Sauvé reported the instance of a 
severed ear which was sewn back on a half hour after 
the accident. This ear recovered completely. This 
case was reported to a small medical journal and has 
apparently not reached wide attention. 

Photographs document the episode rather com- 
pletely. — John W. Brennan, M.D. 


Plastic Surgery in Fibromyxolymphangioma of the 
Dorsum of the Nose (Contributo clinico psicologico 
alla chirurgia plastica di un fibromixolinfangioma del 
ot naso). A, Cutauzzi. Rass. ital. chir. med., 1955, 


THE PATIENT was a 70 year old man whose nose, 17 
years previously, developed a reddening of the entire 
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lower third with arteriovenous nodulations which be- 
came more conspicuous after heavy eating. This mani- 
festation was accompanied by a gradual thickening of 
the skin and the development of nodules from which 
a sebaceous material could be squeezed. This process 
went on to the formation of huge tumors which hung 
down and flattened the tip of the nose, and there- 
fore interfered with respiration, mastication, and 
phonation. 

Treatment consisted of ablation of the tumors and 
scarification of any other nodulations not included in 
the tumors themselves. Under sulfamide powder and 
mildly compressive dressings cicatrization occurred 
per primam within 10 days. Two years later the skin 
of the nose gave a normal impression with a normal- 
appearing vascular pattern. Re-epithelization was 
normal. With reference to the esthetic aspect of the 
operation, there were no appreciable signs of scarring 
or other residua of the operation. 

Microscopic examination of the removed specimens 
disclosed masses of fibroconnective tissue with special 
characteristics, limited externally by pluristratified 
epithelium. This epithelium was hypertrophic in 
places with an extension in depth; in other areas it 
was thin with shallow and flattened papillary struc- 
tures. Beneath the epithelial layer were numerous 
sebaceous glands surrounded by a parvicellular infil- 
tration. The subepithelial fibrous masses exhibited 
areas of myxomatous appearance with widely sepa- 
rated, stellate cells. 

Of greatest importance, of course, is the differentia- 
tion of this tumorous process from the ordinary rhino- 
phyma. However, most rhinophymas are composed of 
marked arteriovenous dilatations, giving the whole 
process a characteristic violet-reddish discoloration, 
and representing, in the opinion of most writers, the 
final stage of acne rosacea. Histologically, the rhino- 
phyma arises as an excessive development of the der- 
mal connective tissue with dilatation of the blood 
vessels and sebaceous glands, forming at times cysts 
filled with a caseous secretion. The skin is thickened 
with the formation of larger or smaller nodules sepa- 
rated by deep sulci. In the author’s case, on the other 
hand, the objective examination, the clinical course, 
the symptomatology and, above all, the histologic 
findings confirmed the diagnosis of fibromyxolym- 
phangioma of the dorsum of the nose. 

— John W. Brennan, M.D. 


Primary Squamous Cell Carcinoma of the Frontal 
Sinus. PascHat A. Sctarra and O. Errk HALLBERG. 
Ann. Otol. Rhinol., 1956, 65: 225. 


AUTHENTIC CASEs of primary malignant disease of the 
frontal sinus are rare. A total of 90 cases, including 
the case reported herein, has been found to date in 
the literature. The fact that the tumor in the case re- 
ported was confined to the frontal sinus is attributed 
to the early diagnosis of the tumor as an incidental 
finding. 

Roentgenologic features of the lesion are consistent 
with those usually produced by primary carcinoma 
of the paranasal sinuses, and the osteomyelitis con- 
tributed to the failure to make the diagnosis before 
operation. Treatment by surgical excision and im- 
plantation of radium effected a cure. 
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MOUTH 


Primary Carcinoma of the Uvulva; a Report of 7 
Cases, THomas A. Macupa and Ravpu F. Bowers. 
Ann. Otol, Rhinol., 1956, 65: 108. 


Tue AuTHoRs briefly recount the development, anat- 
omy, and functions of the uvula, and review the 
literature on primary carcinoma of the uvula. 

Seven cases are reported. In 4 of these, cervical 
lymph node metastasis was present at the time of 
diagnosis. Five patients have survived for periods of 
from 6 years to 5 months without evidence of recur- 
rence. One patient died at 22 months and 1 died at 
15 months. The treatment of choice is surgical ex- 
cision, and radical neck dissection is advised if lymph 
nodes are present at the time of diagnosis or if they 
appear later. Radiotherapy to the primary site may 
prove to be satisfactory if surgery cannot be employed; 
however, in the presence of involvement of the cervi- 
cal lymph nodes, its use is inferior to surgical removal. 

— John R. Lindsay, M.D. 


PHARYNX 


Nasopharyngeal Carcinoma; an Account of the Cra- 
nial Nerve Lesions Found in 185 Cases. MARGERY 
LawLey. Austral. N. Zealand 7. Surg., 1956, 25: 170. 


THE AUTHOR reviews briefly the neurologic symptoms 
and signs discussed by others in earlier series of cases 
of nasopharyngeal cancer, including some of the as- 
sociated classical syndromes of cranial nerve involve- 
ment, and then presents an analysis of those symp- 
toms found in her series of 185 such cases seen in 
Singapore. Eighty-nine (48 per cent) of the patients 
had cranial nerve lesions and in all but 6 cases the 
lesions developed before a correct diagnosis was made. 
Sixteen patients, although demonstrating cranial 
nerve lesions, had no symptoms referable to these 
lesions; in 15 patients the cranial nerve lesions were 
the first indications of the disease. The earliest and 
most common symptom of a cranial nerve lesion was 
that of facial pain or numbness of the fifth cranial 


nerve; double and/or blurred vision occurred almost 
as frequently. Facial paralysis, dysphagia, and hoarse- 
ness were late features. 

The widespread and inconsequent palsies found in 
many cases emphasize the weakness of rigid division 
of the cranial lesions into syndromes. The lesions ob- 
served in this series fall into two main groups: (a) 
involvement of one or more of the second, third, 
fourth, fifth, and sixth nerves and (b) involvement 
of one or more of the last four cranial nerves and of 
the cervical sympathetic chain. In 53, or 60 per cent 
of the cases there was radiologic evidence of involve- 
ment of the base of the skull. The early onset of cra- 
nial nerve lesions and the need for speedy diagnosis 
are emphasized. — John R. Lindsay, M.D. 


The Management of Pharyngostome, Esophagostome, 
and Associated Fistulas, Joun J. ConLey. Ann. Otol. 
Rhinol., 1956, 65: 76. 


ELECTIVE PHARYNGOSTOMIES and esophagostomies are 
considered when, after such radical surgery as exten- 
sive resection of the pharynx, larynx, cervical esopha- 
gus and neck, insufficient mucosa remains to permit 
immediate closure. Reconstruction of the pharynx is 
attempted 2 to 4 weeks after the primary resection. 
While small stomata may be closed with associated 
skin in a single operation, large stomata, or stomata 
surrounded by irradiated skin, will require several 
operations involving the use of chest tube grafts. In 
about 20 per cent of primary closures after radical 
neck surgery of this type, fistulas will develop, the 
principal factors predisposing towards their develop- 
ment being infection, stitch dehiscence, and poor tis- 
sue bed (as in heavily irradiated areas). Small fistulas 
will usually close in 2 to 4 weeks; larger ones may re- 
quire a one-stage surgical closure; and, if a fistula is 
complicated by local irradiation reaction, neck or 
chest skin flaps may be necessary. 

Vocal rehabilitation after this type of surgery is fair. 
Swallowing efficiency depends primarily upon the 
diameter of the newly constructed tube but these sel- 
dom require dilatation. —7John R. Lindsay, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Phlebographic Study of Hemispheric Tumors ( Etude 
phlébographique des tumeurs hémisphériques). Laine, 
DELANDTSHEER, GALIBERT, and Mme. DELANDTSHEER. 
Neurochirurgie, Par., 1955, 1: 5. 


CEREBRAL ARTERIOGRAPHY is of primary importance 
among radiodiagnostic neurosurgical methods. Ega- 
Moniz, Reichert, Wickbom, and others have shown 
that the study of successive serial phlebograms adds 
an important contribution to diagnosis and gives pre- 
cise information regarding deformations of the deep 
venous system in the presence of tumors of the central 
gray nuclei. 

The taking of successive films permits the study of 
the arterial, arteriolar, capillary and venous circula- 
tion. The authors use a carrousel, which allows the 
taking of six successive films at three-quarter second 
intervals. They have now taken a few hundred series 
of 12 angiograms (6 of the face and 6 of the profile) 
of which more than 200 revealed subtentorial tumors. 
The authors draw attention first, to the study of the 
deep phlebogram, which Ega-Moniz, Johanson, Rich- 
ter, Umbach, Lorenz, and other authors have already 
emphasized. The vein of Galen and the outlet of the 
ampulla into the straight sinus are of importance. 

In the profile of the normal phlebogram the outlet 
of the ampulla into the straight sinus is situated ap- 
proximately 4 cm. from the foot of the perpendicular 
to a straight line joining the internal occipital protu- 
berance and the sphenoidal ridge. The authors 
verified this finding in more than 90 phlebograms of 
the normal profile. The variations were between 38 
and 42 mm. The meningiomas of the falx or tentorium 
near the straight sinus probably displace the outlet, 
but the authors could not verify this. 

The anterior extremity of the outlet lies at the sum- 
mit of the curve of reflexion of the striate vein before 
its termination in the vein of Galen. It corresponds to 
the posterior edge of the foramen of Monro. Richter 
improperly called it the venous angle of the brain. 
The authors analyzed 69 phlebograms and noted its 
constant position. 

The striatethalamic vein is projected on lateral 
films above the anterior extremity of the vein of 
Galen. The images of these two veins form an angle 
of which the normal variations have been studied by 
Johanson. The tumors which elevate or depress the 
striate vein open or close this angle. The image of the 
striate vein is not always evident, especially when the 
thalamic-trigonal vein is well demonstrated, and this 
may be a cause of confusion. 

The basal vein of Rosenthal is another essential 
element of the deep phlebogram. Its origin is about 1 
cm. above the plane of the sella turcica diaphragm. 
Posteriorly, it is close to the ampulla of Galen, in 
which it usually terminates at an angle that Umbach 
believes to vary between 40 and 45 degrees. Correct 
measurement of this angle is very difficult, and the 
authors prefer to measure separately the co-ordinates 
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of the foramen of Monro and those of the origin of the 
basal vein. 

The antero-posterior phlebogram is of primary im- 
portance. The system of Galen appears over the mid- 
line in the form of an opaque arrow to which is added 
the image of the superior longitudinal sinus when it 
is situated exactly in the midsagittal plane. Dis- 
placements of the system of Galen in relation to this 
plane should be considered as pathological. The antero- 
posterior phlebogram also permits one to recognize 
displacement of the striate-thalamic vein, which can 
be elevated or depressed by a tumor. The basal vein 
of Rosenthal is seen 25mm. from the midline. 

In analyzing the modifications of the venous system 
seen in lateral and antero-posterior phlebograms the 
authors based their conclusions on 67 films taken with 
strict technical precautions. On a satisfactory antero- 
posterior film the displacement of vein of Galen is 
immediately visible. It is possible to see a curve in 
the form of an S as the vein of Galen empties into the 
straight sinus. The venous axis is displaced to the posi- 
tion of the anterior cerebral artery, which generally 
accompanies it. Venous displacement less than the 
arterial displacement suggests a relatively superficial 
and anterior tumor. Pronounced displacement of the 
deep venous system with moderate filling of the an- 
terior cerebral artery suggests a deep tumor, central 
or well posterior. Parietal tumors cause only slight 
displacement of the vein of Galen. 

The appearance of the vein of Rosenthal is interest- 
ing in the case of anterior and low tumors: those in 
the anterior part of the temporal lobe or the uncus of 
the hippocampus elevate the origin of the basal vein; 
the intrasellar and laterosellar tumors elevated the 
origin of the basal vein and displace it lateralward. 

Modifications in the image of the vein of Galen are 
not evident in the lateral phlebogram, but measure- 
ments in relation to the bony structures are precise and 
the causes of errors are easily eliminated. The lateral 
phlebogram permits exact localization of most of the 
subtentorial tumors. 

Occipital tumors rarely present alterations in the 
lateral phlebogram in contrast with the picture seen 
in the anteroposterior film. 

With parietal and rolandic tumors the lateral phle- 
bogram is modified. The vein of Galen is often stretch- 
ed and angulated and loses its normal sinuosity. The 
ampulla can be deformed. The authors saw a large 
posterior parietal tumor cross the ampulla. The striate 
vein remains normal. The basal vein is not displaced. 
Only once did the authors notice a global dilatation 
of all of the system. 

In the lateral phlebograms posterior internofrontal 
tumors greatly depress the anterior extremity of the 
vein of Galen. Its curve is deformed without a modifi- 
cation of the ampulla. The internal portion of the 
striate vein is depressed. In the antero-posterior films 
it is possible to see an opening of the angle formed by 
the striate vein and the midline; outside of this the 
vein of Galen is found. 
















Anterofrontal tumors cause marked modifications 
of the deep phlebogram: closure of the arc of the 
ampulla of Galen and depression of the foramen of 
Monro. The striate vein is slightly displaced, and the 
basal vein of Rosenthal is displaced and found 1 cm. 
above the sella turcica. 

Temporal tumors modify the aspect of the striate- 
thalamic vein. The authors often found dilatation of 
the basal vein without elevation of its origin. This 
finding disagrees with that of LoRENz. The foramen 
of Monro is only slightly displaced. Instead it is 
elevated when the tumor is large or deeply infiltrating 
and encroaching upon the optic groove. 

Following this analytic study, the authors believe 
that the phlebogram should take an important place 
among neurosurgical diagnostic methods, and should 
be considered as an indispensible complement of 
carotid angiography. | —Frank De Vincenzo, M.D. 


Dermoids and Epidermoids of the Central Nervous 
System; Clinical Evaluation (Dermoidi ed epider- 
moidi del cranio e del nevrasse; contributo clinico). 
G. M. Fastan1, G. Moreiio, and A. BeEpvuscut. 
Chirurgia, Milano, 1955, 10: 115. 

Tuis REPORT is an excellent clinical analysis of the di- 
agnostic, radiological, and surgical aspects of 35 cases 
of dermoids and epidermoids observed since 1938. The 
series consists of 31 epidermoid tumors and 4 dermoid 
tumors. These tumors were divided into groups of 
cranial and spinal lesions as well as intradural and 
extradural lesions. 

Among the epidermoid tumors there were 8 extra- 
dural tumors of the cranial vault. The age of the pa- 
tients ranged from 5 years to 42 years. The lesions 
were distributed as follows: supraorbital (1), bregma 
(2), parietal (2),temporal (1), temporo-occipital (1), 
and inion (1). The presenting symptomatology in this 
group was the presence of a mass in 5 patients, scalp 
pain in 2, and headaches in 1 patient. The roentgeno- 
grams of the skull showed an area of translucence 
which had a scalloped clean border with signs of 
sclerosis. The surgical procedure consisted in total re- 
section of the lesion with resection of the bony margin. 
One patient, followed up for 5 years, showed a spon- 
taneous repair of the skull defect. 

In this series there were 4 orbital extradural epider- 
moid tumors. In 3 of these cases the presenting com- 
plaint was that of progressive unilateral exophthalmos 
over a period of many years. In the fourth case a tu- 
mor mass was palpable for 7 months at the orbito- 
zygomatic junction. The exophthalmos was nonpul- 
sating but not reducible. In all of these cases, the 
lesions were located in the superior lateral aspect of 
the orbit and roentgenologically presented the typical 
picture of an erosion which had scalloped boundaries 


of sclerosis. In 2 cases the lesion was removed by an 


approach through the orbit, and in the 2 other cases 
transfrontal extradural resection was done. By these 
techniques, the lesions were completely resected. 
One extradural epidermoid tumor was located in 
the middle cranial fossa, causing an enlargement with 
typical x-ray features in the right spheno-orbital fis- 
sure. This patient first noted the onset of ptosis at 34 
years of age and approximately 9 years later, following 
a febrile episode, complained of pain in the right eye 
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with lateral deviation of the right eye. On examina- 
tion he presented a complete third nerve paralysis 
with involvement of the second branch of the trige- 
minal nerve. This lesion was removed intracranially 
and extradurally. 

In this series there were 17 intradural epidermoid 
tumors. In 1 case the tumor was suprasellar in location 
and presented the typical syndrome described by 
Olivecrona except that there was no evidence of endo- 
crine dysfunction. In this case the sella appeared nor- 
mal and the tumor mass was confirmed with a pnev- 
mocisternogram. There were 3 intradural epidermoid 
tumors of the middle cranial fossa. Epileptiform sei- 
zures were common in all 3 cases. Objective neuro- 
logical signs were present in one patient and consisted 
of a homonymous hemianopsia and defective ocular 
convergence. Another patient had psychiatric mani- 
festations of disorientation in time and space. All 3 
patients had positive electroencephalographic changes 
consisting either of polymorphic slow wave focus or 
the seizure type of disturbance in the temporal re- 
gions. The roentgenograms demonstrated decalcifica- 
tion of the posterior half of the sella extending to the 
sphenoidal fissure in only 1 case. In 2 of these cases, 
carotid arteriography confirmed the presence of a 
space-occupying lesion. In the third case the diagnosis 
was confirmed by a pneumoencephalogram. At surgi- 
cal exploration, the tumor was found to extend pos- 
teriorly to the sylvian fissure and medially to the clivus, 
enclosing the vessels of the circle of Willis. In the other 
2 cases the lesion was superficial and radical resection 
was possible. The results of treatment showed that the 
first patient operated upon had a complete cessation 
of epileptiform seizures. In the 2 others, seizures re- 
curred with marked reduction in frequency. 

The authors include in this series 1 case of an intra- 
dural epidermoid of Meckel’s cavity. The 49 year old 
patient had a typical history of tic douloureux, and 
had had surgery with a gasserian neurotomy. A small 
beanlike lesion was found overlying the trigeminal 
ganglion, which was resected and found to be an 
epidermoid tumor. 

One case of third ventricle epidermoid tumor is also 
reported. This nidus for an epidermoid tumor is prob- 
ably secondary to extension either from the suprasel- 
lar region or from the region of the pineal gland. The 
20 year old patient had intermittent headaches fol- 
lowed by a progressive onset of defective vision, som- 
nolence, and weakness of the left arm and leg, accom- 
panied by involuntary movements of the left arm. 
Neurological examination revealed 2 diopters of papil- 
ledema with difficulty in upward deviation of the eye 
and cerebellar signs with increased reflexes on the left 
side. Ventriculography confirmed the diagnosis of a 
large space-occupying lesion in the posterior portion 
of the third ventricle. At surgery the tumor mass was 
resected but it was impossible to remove the tenacious 
capsule. The patient had a stormy postoperative 
course and continued to have paralysis of upward 
gaze with episodes of confusion and disorientation. 
There were 3 epidermoid tumors of the lateral ven- 
tricles. These lesions usually have their origin at the 
transverse fissure between the fornix and the upper 
surface of the cerebellum (fissure of Bichat). They 
grow secondarily into the lateral ventricle and are 
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usually located in the region of the trigone of the 
lateral ventricle. They produce symptomatology typi- 
cal of temporal lobe involvement. The roentgeno- 
graphic appearance on ventriculography is usually 
characteristic in that there is some ventriculomegaly 
with a multiloculated space-occupying lesion of vary- 
ing density in the posterior third of the lateral ven- 
tricle. All 3 patients of this series presented signs of 
increased intracranial pressure, contralateral paresis 
of various degrees, and disturbances of speech when 
located in the dominant hemisphere. These lesions 
were removed through a transventricular approach. 
Because of the usually large size of these tumors and 
their attachments along the medial and posterior as- 
pects of the trigone of the lateral ventricles, complete 
surgical removal was not possible. In this series, one 
patient died on the second postoperative day and the 
other 2 patients had persistent hemiplegia and hemi- 
anopsia. 

There were 6 epidermoid tumors of the cerebello- 
pontile angle. In only one of these cases was the usual 
trigeminal neuralgia as described earlier present. In 
the remainder of the cases, the initial symptomatology 
was that of a complete lesion of the acoustic nerve 
with homolateral cerebellar and contralateral pyra- 
midal tract signs. In 5 cases there was intracranial 
hypertension. Roentgenogically there was decalcifi- 
cation of the acoustic floor in one case suggesting an 
acoustic neurinoma, and in another there was sclero- 
sis of the apex of the petrous ridge suggesting a menin- 
gioma. Of the patients on whom a radical resection 
was attempted one died and another had persistent 
difficulties of deglutition. In the remaining cases a 
subtotal resection was done with adequate relief from 
the symptomatology. 

There were 2 cases of epidermoid tumor of the 
fourth ventricle. In both cases the first signs were those 
of intracranial hypertension. The characteristic ven- 
triculograms revealed a diffuse hydrocephalus with 
enlargement of the fourth ventricle. Following radical 
resection, the first patient continued to have visual 
difficulties as a result of the pre-existing papilledema. 
The second patient was returned to his previous 
occupation. 

In this series there was one case of an intradural 
spinal epidermoid. The 22 year old patient had a 
chronic history of low back pain radiating into the 
flanks and accompanied recently by difficulty in 
urination and perineal anesthesia. The bilateral Achil- 
les reflexes were absent. Roentgengraphic examina- 
tion of the lumbar spine revealed a marked erosion 
and sclerosis of the posterior border of the fourth 
lumbar vertebral body. Spinal puncture was diagnos- 
tic in this case because of the sebaceous material that 
was obtained from the fluid. At surgery there was an 
extensive intradural but extra-arachnoidal lesion that 
extended from the tenth dorsal to the fifth lumbar 
vertebra for approximately 20 centimeters. The lesion 
was dissected ventrally and to the right of the cauda 
equina and the spinal cord. The patient did well for 
approximately 2 months following surgery, after 
which time she had a recurrence of gluteal pain. 
Myelography did not show any defect throughout the 
extent of exposure except in the sacral portions where 
there were changes suggestive of arachnoidal adhesions. 
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There was a total of 4 dermoid tumors in this series. 
The first case was an extradural dermoid in a 4 year 
old child located at the bregma. The roentgengraphic 
appearance was typical, as described. The tumor was 
totally resected without complications. 

The second case was an intradural dermoid located 
in the suprasellar region of a 19 year old patient who 
had bilateral temporal field constrictions, and the 
roentgenograms of the skull demonstrated an enlarged 
sella with marked thinning of the bony margin with 
an arcuate area of calcification located approximately 
2 centimeters anterior to the clinoids. Pneumocister- 
nography demonstrated a space-occupying lesion an- 
terior to the sella. At surgery, a cystic lesion containing 
sebum and numerous formed hairs was located an- 
terior to the chiasm and was resected completely. The 
postoperative course was accompanied by somnolence 
and polyuria and on recovery the visual fields re- 
mained unchanged. 

The third case was a dermoid tumor of the fourth 
ventricle in a child 7 years of age. This child had re- 
current episodes of headaches and emesis associated 
with upper respiratory tract infections. On examina- 
tion, an enlarged head, bilateral nyastagmus, and 
unilateral pyramidal tract signs were cbserved. Ven- 
triculography demonstrated a moderate enlargement 
of the lateral and third ventricles and outlined an en- 
larged mass occupying the region of the fourth ven- 
tricle which was displaced superiorly. At surgery this 
mass was located between the cerebellar hemispheres 
posteriorly and it extended to the ependyma of the 
fourth ventricle. It was completely removed without 
complications. 

The last case was an intradural dermoid of the dor- 
sal spine. This 19 year old male had a history of a cyst 
removed from the dorsal spine at the age of 10 years. 
At 18 years of age he had noticed a progressive weak- 
ness of the right lower extremity. Examination re- 
vealed pain and temperature and vibratory loss from 
the first dorsal segment on the right and diminished 
vibratory sense from the tenth dorsal segment on the 
left. Reflexes in both lower extremities were increased, 
and with bilateral pyramidal tract findings. Roent- 
genograms revealed a spina bifida at the second dorsal 
vertebra. Myelography showed a defect that extended 
from C-7 to D-2. At surgery, a 3 millimeter fibrous 
filament was followed through the dura and into the 
posterior aspect of the spinal cord. This was opened 
by splitting the posterior raphe, and a large cyst was 
encountered containing sebum and hair. This was 
removed by means of a curet, the capsule being left 
intact. Postoperatively, the patient showed marked 
regression of symptoms. 

Because of the benign nature of the lesion the 
authors advise against radical resection of these tu- 
mors in locations where the mortality rate is high and 
where the resulting neurological loss would be 
incapacitating. —Roland A. Manfredi, M.D. 


Metastatic Tumors of the Brain and Their Localiza- 
tion. Erm Asx-Upmarx. Acta. med. scand., 1956, 
54: 1. 


THE AUTHOR presents 14 cases of metastatic brain 
tumors. These cases represent some 7 per cent of all 
brain tumors observed in the author’s clinic. The 

















































lesions were metastatic from the bronchus in 5 cases, 
from the genital organs (breast and gynecologic) in 5 
cases, and other organs in 4 cases. 

In the present material, the metastatic tumor was 
solitary in 9 cases and multiple in 5. If other material 
had been added, the frequency of solitary metastases 
in the series would have been about one case out of 
three. 

Attention is called to the predilection of the cere- 
bellum (and the brain stem) for the localization of 
metastatic deposits. This matter is discussed and the 
conclusion is reached that the cerebellum, for un- 
known reasons, may present a more fertile soil for 
metastatic deposits. 

Some related problems are briefly outlined and the 
clinical behavior of the metastatic tumors is reviewed. 

— Joseph Ransohoff, M.D. 


Concerning the Conservation of Apparently Normal 
Zones During Hemispherectomy (De la conserva- 
tion, dans les hémisphérectomies, de zones en appa- 
rence saines). DANIEL FEREY, JAVALET, Davost, and 
StTaBeRT. Neurochirurgie, Par., 1955, 1: 392. 


THE AUTHORS raise the very interesting question as to 
whether the surgeon should conserve apparently nor- 
mal tissue rather than perform a truly total hemis- 
pherectomy, especially when those zones which ap- 
pear healthy are the control areas for motor function 
or speech. In their series of 8 hemispherectomies, they 
have so spared the motor area in one patient, with a 
gratifying result. 

The patient was a 17 year old girl with a mental age 
of no more than 9 years. She suffered petit mal at- 
tacks but did not actually convulse. She was given to 
outbursts of anger, combativeness, and bouts of un- 
controllable aggressiveness, so that she was of neces- 
sity permanently hospitalized. She had never been 
able to learn to read or write. She had a mild motor 
defect on the left side with a poor gait and some 
contractures in the left hand, as well as some other 
neurologic defects not important to the immediate 
surgical problem. She was sent to the authors for the 
possible operation of prefrontal leukotomy. 

Air studies of the brain revealed extensive cerebral 
atrophy on the right side except for the general area 
of the motor strip, and these findings were corrobo- 
rated by electroencephalography and cerebral arteri- 
ography. 

At surgery the occipital. frontal, and most of the 
parietal and temporal lobes were extensively atro- 
phied, and these areas were resected. However, the 
prerolandic and postrolandic areas, as well as the 
frontal pole of the temporal lobe, appeared to be well 
vascularized and normal to gross inspection. These 
areas were therefore spared. The girl made an excel- 
lent recovery. The motor weakness on the left side was 
lessened, the gait was improved, the contractures of 
the hand were lessened, and finger action was greatly 
improved. The girl’s entire personality underwent a 
marked change in that she was thereafter happy and 
contented; in addition, she was no longer combative 
or agitated. 

The authors do not say what they would do in a 
similar situation if the basic lesion were a tumor. 


— John Martin, M.D. 
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Emergency Operation for Intracerebral Hematoma, 
Due to Rupture of a Large Aneurysm of the Middle 
Cerebral Artery; Recovery (Intervento d’urgenza 
per ematoma intracerebrale da rottura di un volumino-. 
so aneurisma della cerebrale media-guarigione). C, 
Cecotto and P, Frucont. Chirurgia, Milano, 1955, 
10: 306. 


THE AUTHORS report the case of a patient, 28 years old, 
with a history of three episodes of left jacksonian con- 
vulsions in a month and with no abnormal neurolog- 
ical signs on admission, who suddenly developed a 
left hemiplegia and became comatose on the third day 
in the hospital. The spinal fluid pressure was slightly 
elevated. The fluid was clear, with 66 per cent total 
protein. A right carotid angiogram showed the pres- 
ence. of a large saccular aneurysm of the middle 
cerebral artery, associated with an expanding tem- 
poral lesion and with displacement of the anterior 
cerebral and posterior cerebral artery due to the tem- 
poral lobe herniation. An emergency craniotomy was 
performed with the aid of local anesthesia and arfonad. 
The dura appeared cyanotic, and when it was opened 
many blood clots were evacuated; the temporal lobe 
appeared to be lacerated. After the clots were removed 
and the temporal lobe excised arterial bleeding oc- 
curred from the aneurysmal sac. 

At that moment the arterial pressure had fallen to 
35-40 mm of Hg. The aneurysmal neck was isolated 
and ligated, and the sac closed with clips. 

Recovery was complete with slight residual left 
hemiplegia. 

A carotid angiogram of the right side made three 
months later showed no abnormal findings. 

The authors believe that the favorable result of the 
operation was due to the ganglioplegic action of 
arfonad, which reduced the hemorrhage, the hyper- 
tension and the cerebral edema, and influenced the 
vasospasm. 

The authors suggest the use of arfonad for direct 
attack upon an endocranial aneurysm, because the 
arterial pressure can be definitely controlled with its 
rapid and reversible activity. 

—Frank De Vincenzo, M.D. 


Induced Hypotension for Neurosurgical Procedures; 
a Critical Analysis. C. R. STEPHEN, BARNES Woop- 
HALL, Guy L. Opom, D. REeyNo.ps, and Others. Ann. 
Surg., 1956, 143: 143. 


ALTHOUGH THE NEED and usefulness of hypotensive 
anesthesia is now well recognized, there is no question 
but that further knowledge regarding its dangers and 
basic physiology requires further study. In this series 
of cases, the authors have used the chemical ganglionic 
blockade with either pendiomide, arfonad, or hexa- 
methonium bromide. A satisfactory fall in blood pres- 
sure was obtained in the vast majority with all of the 
drugs, but in each group there was a definite unpre- 
dictability and, as yet, no way of forecasting which 
drug would be more satisfactory. The authors used 
pendiomide in a much larger series of cases. With all 
of the drugs, it was occasionally necessary to use a 
vasoconstrictor to reverse the effect. Intravenous 
levoarteronal was most satisfactory. 

During surgery, constant intra-arterial pressures 
were recorded by a Sanborn electromonometer or a 











ma, 
dle 
nza 
ino- 

C 
55, 
Id, 


og- 


ed 


ree 
he 


er- 
he 


ct 














Statham strain gauge. Blood pressure readings by the 
conventional arm cuff method were considered unre- 
liable since they were oftentimes 10 to 20 millimeters 
higher than true intra-arterial recordings. 

Patients with hypertensive arteriosclerotic heart dis- 
ease are a great risk since they are more sensitive to 
ganglionic blocking agents and do not recover as 
rapidly. 

It was impossible to designate a “‘critical’’ level of 
hypotension, but even in the most critical neurosur- 
gical procedures on aneurysms it is believed that 40 or 
50 millimeters Hg should be maintained for as short 
a time as possible and should then be reversed with 
levoarteronol. 

Although there are unquestioned values in the pro- 
cedure, it is pointed out that it should be used only 
after full evaluation of each case and when the in- 
creased hazards are weighed against the necessity for 
hypotension in the required surgery. 

— Jack I. Woolf, M.D. 


Arteriovenous Angioma of the Primary Olfactory 
Artery or the Recurrent Artery of Heubner (Angi- 
oma artero-venoso della arteria olfattoria primitiva o 
arteria ricorrente di Heubner). V. BERNASCONI, 
CassinaRI, and F. Micuiavacca. Chirurgia, Milano, 
1955, 10: 456. 


THE AUTHORS review the developmental anatomy of 
the cerebroarterial circulation and discuss particular- 
ly the changing relationships between the primary ol- 
factory artery and the anterior cerebral vessels. They 
also summarize briefly the literature concerning oc- 
clusions of the anterior cerebral artery and _ its 
branches, particularly the work of Critchley, Ecker, 
and Nielsen in regard to lesions of Heubner’s vessel. 
Their case report concerns a 25 year old female 
whose first symptoms were headaches, confusion, and 
vomiting. On physical examination facial palsy on 
the left side associated with trigeminal hypesthesia, 
deviation of the tongue to the left, and spastic hemi- 
paresis on the left side were noted. Nuchal rigidity 
was also noted. Right carotid angiography revealed 
an arteriovenous angioma of the primary olfactory 
artery and pneumoencephalography was suggestive 
of an intracerebral hematoma. The lesion was at- 
tacked surgically under hypotensive anesthesia and 
was obliterated with clips and electrocoagulation. 
Postoperative arteriograms were taken and it appeared 
that the surgical intervention had controlled the le- 
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sion. The patient’s neurological status was not 
changed except for a regression of the paresis of the 
left leg. —Nicholas Wetzel, M.D. 


MISCELLANEOUS 


The Treatment of Chronic Pain. MARIELLA FIscHER- 
Wixuiams, Brit. M. 7., 1956, 1: 533. 


IT Is THE PoLIcy of the Department of Neurology, at 
Oxford, to admit to the hospital for assessment and 
treatment patients with obscure or intractable pain. 
This paper is concerned with the author’s personal 
experiences with the handling of 77 such patients who 
had a great variety of obscure pains, but which in- 
cluded 11 with painful amputation stumps and phan- 
tom limb, 8 with atypical facial pains, 8 with head- 
ache, and 8 with “brachial neuritis.” The other pa- 
tients had a considerable variety of the various types of 
pains that are difficult and unsatisfactory to treat. It 
is the feeling of the author that many of these obscure 
pains may be lessened by local infiltration of a local 
anesthetic solution and she cites case reports to docu- 
ment such good results lasting longer than the effect of 
the injection. She also discusses the injection of inter- 
spinous ligaments. Mention is made of the use of 
electric shock therapy. Psychosurgery and surgical 
interruption of pain pathways were not found to be 
necessary but intrathecal alcohol injection was used for 
the relief of pain in 2 cases of rectal carcinoma. Good 
results were sometimes obtained with vasodilator drugs. 

The author’s discussion of the various factors in the 
genesis of pain is excellent and she stresses the impor- 
tance of the psychologic aspects in these disorders. 
She also states that the assessment of experience of 
another may obviously lead to distortion. ‘“‘Provided 
the patient is not a liar, the concept that pain is either 
‘genuine’ or not ‘genuine’ is untenable since pain is an 
experience and there can be no such thing as a not- 
experienced experience. Similarly, the term ‘imagin- 
ary pain’ is meaningless; it merely denotes psycho- 
genic pain, and this can be as painful as the pain for 
which there is a recognized physical cause.” She 
mentions that there is still much to be learned about 
pain and its pathways, and that that which is not 
understood should not be labeled as neurotic behavior. 
A combined therapy employing both physical and 
psychological methods should be most rewarding in 
the treatment of these patients. 

—Nicholas Wetzel, M.D. 
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CHEST WALL AND BREAST 


The Treatment of Carcinoma of the Breast in the 
Aged. Tuomas C, Case. 7. Am. Geriat. Soc., 1956, 4: 
292. 


BREAST CARCINOMAS in aged females are of two types: 
the scirrhous, slow-growing type and the ulcerating 
medullary type with lymphoid infiltration. In place of 
radical mastectomy, extended simple mastectomy is 
performed for class 1 and class 2 patients. This pro- 
cedure involves removal of the breast, the underlying 
pectoral fascia and all accessible lymph nodes. Wide 
excision of skin requiring skin grafting is to be avoided 
and any possible dissemination of cancer cells can be 
controlled by roentgen therapy. 

In the author’s opinion (without giving any statis- 
tical support), the survival results are better than fol- 
lowing radical surgery. In advanced inoperable class 
3 and class 4, radiation and/or hormonal therapy may 
be beneficial. —B.G.P. Shafiroff, M.D. 


Five Year Survival of Patients with Breast Cancer 
Operated Upon Using the Authors’ Technique, 
from 1945 to 1950 (Estadistica de supervivencia a 
cinco aiios de cancer de la mama operados por la tec- 
nica del autor, de 1945 a 1950). RAFAEL CaANIZARES 
Verson, Marta GisPpERT, Marino Rojas, and Epuar- 
po Euizonpo. Arch. cuban. cancerol., 1956, 15: 25. 


THE AUTHORS present the 5 year survival rate of 124 
patients with breast carcinoma operated upon by their 
own technique, previously published. The procedure 
utilizes a triangular incision with the apex at the outer 
third of the clavicle. All of the skin from the apex of the 
triangular incision to a line connecting the xiphoid 
and the median axillary line is excised with the speci- 
men. The technique involves the reinsertion of the 
pectoralis muscles after radical dissection of the axil- 
lae. The authors believe the chief advantage of this 
technique is its good cosmetic result. 

Postoperative x-ray treatment was given almost 
routinely, and oophorectomy was done in almost all 
of the premenopausal cases. 

Forty-five patients (36.2 per cent) were alive and 
well after 5 years. No 5 year follow-up was possible in 
38 cases (30.5 per cent) of the series. 

Twenty-nine (58 per cent) of 50 patients with no 
axillary metastasis at the time of surgery were alive 
and well after 5 years. — Jose L. Bravo, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Bronchial Blockade Test and Bronchospirometry as a 
Combined Method of Preoperative Pulmonary 
Function Test (Bronchus-Blockade-Test und Broncho- 
spirometrie als Kombinationsmethode der praeopera- 
tiven Lungenfunktionspruefung). A. BENzER and H. 
Stouzer. Langenbecks Arch. u. Deut. Xschr. Chir., 1955, 
282: 153. 


THE BRONCHIAL BLOCKADE TEST is carried out by in- 
troducing a Maurath endobronchial tube into a care- 


fully sedated patient under regional anesthesia by 
means of direct laryngoscopy. Prior bronchoscopy is 
desirable in patients with a profuse secretion. Arterial 
oxygenation is followed by means of a Brinkmann 
oxygen meter on the histaminized skin of the patient’s 
forehead. The catheter position is checked roentgeno- 
logically and with a balloon at the catheter tip, in- 
flated and checked again to insure its fixation in the 
desired bronchus. With the catheter clamped and the 
ventilation of the affected lung thus cut off the oxygen 
saturation is observed for a short period (one minute 
in the published graphs). The determination is done 
first on the affected, and then on the unaffected, lung. 
Fifty cases are reported. 

Of these, 28 were classed as functionally sufficient; 
that is, there was a drop of less than 4 per cent in 
saturation as a result of the blocking on either side, or 
a continuous fall only on blocking of the healthy side. 
Sixteen patients were operated upon successfully by 
pneumonectomy or lobectomy, 7 were technically in- 
operable, and 5 refused operation. Twelve patients 
were classed as borderline cases with a rapid fall in 
saturation on blockade of the diseased lung and a re- 
turn to a plateau of some value lower than 4 per cent 
below complete saturation. In 8 of these resection was 
carried out later without difficulty after they were 
found to tolerate pulmonary arterial and bronchus oc- 
clusion at operation without a fall in oxygenation. In 
3 of these patients such a fall was considered to render 
the patient unsuited for resection. One patient refused 
the operation. 

Ten patients were classed as functionally insufli- 
cient as they had a continuous fall of oxygenation 
during blockade of the healthy and diseased lung 
alike. Five patients who were explored were found in- 
operable on pathological grounds as well, while the 
remaining 5 had other factors which made them cate- 
gorically inoperable. Inoperable patients were given 
roentgen therapy. A single case in which the Carlens 
double lumen tube was used for bronchospirometry 
(which makes it possible to follow the ventilation in- 
dices, and oxygen consumption of one lung while the 
other is clamped off) is presented. 

—George S. Richardson, M.D. 


The Roentgenogram of Aneurysmal and Ectatic 
Dilatations Occurring in the Pulmonary Vascular 
System (Zum Roentgenbild aneurysmatischer und 
ektatischer Erweiterungen der Pulmonalisgefaesse). 
Hans ScuottTer. Thoraxchirurgie, 1956, 3: 376. 


PERIPHERAL ARTERIAL ANEURYSMS are rare conditions 
as opposed to those involving the stem and the major 
branches of the pulmonary artery. These comparative- 
ly common and well known lesions are either con- 
genital in nature, due to irregular division of the trun- 
cus arteriosus, or result from hemodynamic changes 
associated with congenital malformations, such as 
patent ductus arteriosus or interatrial septal defects, 
the highest degree of dilatation being found in Lutem- 
bacher’s syndrome. Further causative conditions asso- 





ciated with pulmonary hypertension are acquired 
diseases of the mitral and pulmonary valves, pulmo- 
nary sclerosis, pneumoconiosis and emphysema. Le- 
sions such as bacterial endocarditis, rheumatic (meso- 
pulmonitis), and very infrequently luetic (pulmonitis 
luetica) processes represent direct injury to the vessel 
wall. Aneurysms located between the bifurcation of 
the pulmonary artery and the peripheral branches 
result from mycotic, rheumatic, luetic, and traumatic 
lesions or associated inflammatory changes (tubercu- 
lous cavities), thromboarteriitis, and thrombophle- 
bitis. 

The author presents 2 cases of primary pulmonary 
hypertension. Roentgenographic and fluoroscopic ex- 
amination revealed, in both instances, hypertrophy 
and dilatation of the heart confined to the right atrium 
and right ventricle, and dilatation and expansile pul- 
sations of the stem and main branches of the pulmo- 
nary artery, the caliber abruptly diminishing with 
the medium-sized arteries. One of the 2 patients, a 
27 year old female, representing the malignant (juve- 
nile) type of the disease, showed absence of vascular 
markings in the peripheral lung fields, whereas the 
other patient, a 60 year old housewife exhibited the 
benign type of lesion with increased vascular mark- 
ings in the peripheral lung fields and emphysema. 

The roentgenologic findings were confirmed by 
postmortem examinations, demonstrating remarkable 
hypertrophy of the pulmonary arterioles associated 
with hyalinization and homogenization in the malig- 
nant form as compared with the benign type in which 
advanced sclerosis of the entire vessel wall implied the 
loss of active contractility, and the hyperemia and 
emphysema explained the roentgenologic findings. 
This disease (Ayerza) has recently been attributed to 
physiologic alterations of the pulmonary circuit fol- 
lowed by changes in the wall of the pulmonary arte- 
rioles, which closely resemble those found in the renal 
vessels in case of systemic hypertension. The term 
“essential pulmonary hypertension” has been applied. 

The first autopsy finding and description of a rup- 
tured arteriovenous fistula of the pulmonary vascular 
system was reported by Churton in 1897. Not before 
4 decades later (1938/39) the first clinical diagnosis 
was made by Rodes, Schmidt and Churton. Since 
then about 90 cases have been reported in the litera- 
ture. Arteriovenous fistulas of the lung show a familial 
incidence and are frequently associated with other 
vascular malformations, such as Osler’s disease. Gar- 
land reported Osler families showing all character- 
istics of the disease, without pulmonary involvement, 
whereas single members of the families had only 
arteriovenous fistulas. Bergmann and Wiedemann 
have demonstrated the presence of Osler symptoms 
even in members of Osler families having arterio- 
venous fistulas. Giampalmo has emphasized the ap- 
pearance of arteriovenous aneurysms at the prevalent 
locations of collateral vessels, providing the back- 
ground for the development of angiomatous malforma- 
tions. Various physiologic and pathologic conditions 
give rise to dilatation of the pre-existing arteriovenous 
communications or the development of such commu- 
nications. Arteriovenous aneurysms occur twice as 
frequently in the right than in the left lung. Fifty per 
cent show multiple occurrences being distributed over 
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one or both lungs. Clinical symptoms, cyanosis, dysp- 
nea, secondary polycythemia, clubbing of the fingers, 
shortness of breath, fatigue, and thoracic pain depend 
on the amount of shunted blood (25 to 80 per cent— 
Lindgren, Brobeck, Maier, Backer). Cyanosis and 
polycythemia can be masked by anemia resulting 
from hemorrhage from associated Osler telangiectases. 
In cases which show neither polycythemia nor anemia, 
the collateral circulation by means of the bronchial 
arteries may compensate for the want of arterialized 
blood (Gray, Lurie, Grosse-Brockhoff, Schirmer). 

Neurologic symptoms such as vertigo, convulsive 
seizures, hemiplegia, and brain abscesses are related 
to thromboembolism or involvement of the brain ves- 
sels. Unlike the right heart, which shows early hyper- 
trophy and dilatation in case of systemic aneurysms, 
the left heart can usually compensate for the increased 
blood flow. On roentgenography round, polycyclic 
shadows are found, located at the surface area of the 
lung parenchyma and connected with the hilum by 
more or less broad vascular shadows. At tomography 
the course and occasionally the origin of the commu- 
nicating vessels can be demonstrated. Pulsation of the 
aneurysms as well as reduction in size following the 
Valsalva experiment has been reported. Angiocar- 
diography should be performed prior to surgery, in 
order to demonstrate the eventual multiplicity of the 
lesion and thus enable the surgeon to remove the vari- 
ous lesions at one sitting. The author has observed 
one such case, occurring in a 52 year old sport in- 
structor. After the incidental finding of an infracla- 
vicular shadow on the left side, fluoroscopy revealed 
stringlike shadows originating from the lesion and 
directed toward the hilum. Tomography demonstrated 
this vascular pedicle, consisting of a venous vessel, the 
apical branch of the posterior segmental vein, and an 
arterial vessel (presumably the apical branch of the 
apical segmental artery). The aneurysm was located 
at the posterior aspect of the apical segment of the left 
upper lobe. The patient was followed up since 1953. 
The aneurysm was found to grow slowly and the pa- 
tient was still asymptomatic. 

Phlebectasies of the lung are characterized by the 
relative absence of clinical symptoms. Nine cases have 
been reported in the literature. Three of 5 patients 
reported on by Zdansky died from hemorrhage fol- 
lowing rupture of the varices. Pohl reported one case 
in a nonviable infant in whom diffuse varicosities of 
the gastrointestinal tract, the liver, brain, and lungs 
were found. The author has observed 2 cases of pul- 
monary phlebectasia. One of the patients, a 30 year 
old female, has been treated in a tuberculosis hospital 
over periods of 4 months and 3 months, respectively, 
with an interval of half a year. Repeated tomograms 
were negative and no tuberculosis was found. At the 
occasion of a third admission a phlebectatic lesion was 
found in the right upper lung field, associated with a 
vascular pedicle directed toward the right superior 
pulmonary vein, presumably its superior segmental 
branch. Migraine headache was the only symptom in 
this case. The second patient observed was a 44 year 
old woman whose father had hemoptyses but had re- 
fused examination. The patient had been followed up 
since 1944 and had remained asymptomatic. The 
lesion grew slightly within the 10 year period without 
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changing its general shape. Tomography demon- 
strated the ectatic branches of the posterior segmental 
vein of the left upper lobe. Phlebectasies do not show 
familial aspects. Involvement of arteriovenous anasto- 
moses giving rise to the development of arteriovenous 
aneurysms has not been observed. The main danger 
of the varicose lesion is massive hemorrhage, which 
can be prevented by adequate surgery. 
— Erwin Simandl, M.D. 


The Treatment of Pulmonary Tubercutosis with Nylon 
Mesh (Le traitement de la tuberculose pulmonaire par 
le filet de nylon). D. Juzpasic. Lyon chir., 1956, 51: 63. 


A NEW METHOD of surgical treatment of cavitary 
pulmonary tuberculosis is described. The affected lobe 
is enveloped in nylon mesh in order to obtain com- 
plete collapse. Complete carnification of the lobe is 
obtained in a relatively short period of time, which 
results in healing of the tuberculous process. 

This method was originally described by the au- 
thors in 1951 and has been used in 18 patients. The 
affected lobe is encased in nylon mesh measuring 30 
by 30 cm. which produces total intrapleural selective 
collapse and permits expansion of the remaining lung. 
Experimental studies in dogs previous to the clinical 
application of the method revealed loss of the alveolar 
air and an early solidification of the encased lobe. 
When the method was used in patients, healing of the 
cavitary lesions occurred and follow-up roentgeno- 
grams obtained years later revealed the collapsed lung 
with an image similar to that of a hilar node. 

By the use of nylon mesh, definitive and satisfactory 
collapse can be obtained and some of the complica- 
tions of repeated pneumothorax or other collapsing 
procedures can be avoided. 

It is the author’s opinion that this form of therapy 
has a place beside the more conventional collapse 
procedures and the more definitive resective opera- 
tions. The indications for the clinical use of the pro- 
posed method of collapse are not established, but the 
results obtained in the patients treated are encourag- 
ing. — Nestor S. Martinez, M.D. 


Resection Surgery in Pulmonary Tuberculosis; Com- 
— and Follow-Up. O. PERrAsaLo, Martti 
RUNEN, and ILKKA VAINIo. Ann. chir. gyn. fenn., 1955, 

44: 211. 

OF A SERIES of 134 resections for pulmonary tuberculo- 
sis, pneumonectomy was performed in 47 patients, 
lobectomy in 74, and segmental resection in 13 pa- 
tients. Almost all of these patients had been previously 
subjected to extrapleural pneumothorax, thoraco- 
plasty, or other surgical procedures. Residual cavity, 
thoracoplasty failure, thick-walled cavity, destroyed 
lung, tension cavity, bronchial stenosis, tuberculosis 
plus bronchiectasis, and tuberculous empyema were 
given as indications for resection. In 11 patients, opera- 
tion was performed because of a suspected neoplasm. 

Short-term mortality rate after pneumonectomy 
was 36 per cent, after lobectomy 18 per cent. There 
were no deaths after segmental resection. 

Late complications within 4 years of operation 
were: relapse of tuberculosis, bronchopleural fistula, 
cardiac insufficiency, empyema, and fistula of the 
thoracic wall. In this same follow-up period, 68 pa- 


tients were considered to be in good health and the 
capacity for work was normal in 37 cases and reduced 
in 43 cases. The greater the amount of lung tissue re- 
sected, the greater were the unfavorable effects on 
general physical conditions, symptoms, and workin 
capacity. —B.G.P. Shafiroff, M.D. 


Apical Aerated Pulmonary Cysts Determined by 
Means of Thoracoscopic Examination (Cisti aerea 
apicale del polmone accertata mediante esame toraco- 
scopico). B. TuMMINELLO. Chir. torac., 1955, 8: 640, 


THE AUTHOR reports a case of pulmonary cyst in a 42 
year old male. The patient first became ill with a spon- 
taneous pneumothorax in 1951. In 1954 he became ill 
with symptoms of tuberculosis and was treated for 6 
months for a lesion in the apex of the left lung. Tu- 
bercle bacilli, however, were never found. 

A pneumothorax with pneumolysis was followed by 
thorocoscopy which revealed the aerated cyst. The 
tuberculosis regime was discontinued and the patient 
has remained well. 

Thoracoscopy plays an important part in explora- 
tory diagnosis of the lung and can furnish useful in- 
formation in the diagnosis of superficial aerated 
pulmonary cysts. —Lucian 7. Fronduti, M.D. 


New Points of View on the Lung Cancer of Asbestos 
Workers (Neue Gesichtspunkte ueber den Lungen- 
krebs der Asbestarbeiter),. Heinz Bontic and Ginter 
Jacos. Wien. med. Wschr., 1956, 81: 231. 


NUMEROUS INVESTIGATORS believe that a relation ex- 
ists between asbestosis and lung carcinoma. It has 
been stated that a number of differences exist be- 
tween lung cancer of asbestos workers and that of the 
general population. These differences pertain to the 
incidence, age of onset, duration of exposure to the 
causative irritant, the interval between onset of ex- 
posure and occurrence of the carcinoma, the typical 
localization, the histologic type, and the multiplicity 
of the primary tumors. 

The authors of this article analyzed statistically the 
incidence, age, localization, and type of carcinoma in 
asbestos workers as compared to carcinoma in the 
general population. Their studies are based partly on 
a series of 343 cases of asbestosis observed at the 
Municipal Hospital of Dresden, Germany, and partly 
on the over-all vital statistics for all of Germany. They 
arrived at the following conclusions: 

The over-all incidence and the age of onset were 
the same for asbestos workers as for the general popu- 
lation. However, these findings applied to men only 
as the incidence in women was higher in asbestos 
workers than in the general population. 

A significant difference existed in the localization 
of the tumors: whereas in the general population the 
proportion of upper to lower lobe carcinoma was 2 to 
1, in asbestos workers the lower lobe was affected 
three times as often as the upper lobe. 

The latency period as well as the histologic type of 
the asbestos carcinoma did not show statistically sig- 
nificant differences as compared with the carcinoma 
found in the general population. 

Multiple primary tumors have also been observed 
with the same frequency in other types of lung car- 
cinoma (chromate and pitch-blend). 





The clinical course of the lesions and the incidence 
of metastases are the same in asbestos workers as in 
the general population. — Werner M. Solmitz, M.D. 


The Preoperative Diagnosis of Bronchial Carcinoma 
(A propos du diagnostic préopératoire de cancer bron- 
chique). Ros. PANNIER, J. Dams, and P. VAN DE CAL- 
SEYDE. Acta chir. belg., 1955, 54: 795. 


THE AUTHORS present a revue of all the cases of lung 
lesions treated at the Saint-Jean Hospital in Bruges, 
Belgium, in which the diagnosis of carcinoma was 
sufficiently considered and an exploratory thora- 
cotomy and resection were performed, but the patho- 
logical examination failed to reveal a malignancy. 

A study was made of 240 cases in 36 of which the 
diagnosis of cancer could not be made with certainty 
before surgery, an incidence of 1 of every 8 cases. Of 
the 36 cases in which an exploratory thoracotomy was 
performed without a definite preoperative diagnosis, 
13 proved to be carcinomas and 23 were nonmalig- 
nant lesions. A study was made of the last group and 
it is presented in detail. 

Of these 23 cases, 19 presented a diffuse infiltrating 
image as seen in carcinomas roentgenographically, 
and in the last 4 cases an opacification more or less 
rounded and well outlined suggested a peripherally 
located malignancy. 

The authors divided their cases into two groups: 
pseudocancer of the large bronchi and pseudocancer 
of the periphery. 

The pseudocancers of the large bronchi were caused 
by parenchymatous suppurative processes, tubercu- 
osis, and vascular malformations. These occurred in 
11 of 19 cases. Others were caused by primary bron- 
chial stenosis, intrabronchial obstruction due to ade- 
nomas and chondromas, and bronchial obstruction 
due to extrinsic pressure by calcified lymph nodes. 
Tuberculosis was also misleading, as was a giant 
aneurysm of the thoracic aorta. 

In the group of pseudocancers of the periphery, 
carcinoma was present only 3 times among 7 cases. 
The other cases were caused by plasmacytoma, mu- 
cous cyst, tuberculoma, and an aneurysm of the arch 
of the aorta. 

From this study the authors concluded that there 
is still a group of cases in. which a precise diagnosis of 
malignancy cannot be made in spite of all the diag- 
nostic methods available. They also express their 
dislike for the percutaneous needle biopsy in cases of 
peripherally located lesions and feel that if an inflam- 
matory process is suspected, a course of 3 to 4 weeks of 
antibiotic therapy should be given before an explora- 
tion is decided upon. A frozen section should always 
be performed before radical surgery is undertaken. 

—Hellmut Mattheis, M.D. 


HEART AND PERICARDIUM 


Extracorporeal Circulation by Means of an Artificial 
Heart-Lung System (Extracorporaler Kreislauf mit 
kuenstlichem Herz-Lungensystem). E. BUcHERL. Tho- 
raxchirurgie, 1956, 3: 460. 


AFTER A BRIEF HISTORICAL REWEW of the development 
of total heart-lung by-pass, the author, at the Surgical 
University Clinic in Goettingen, Germany, describes 
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Fic. 1 (Bicherl). The parts of the oxygenator: (1) 
plexiglass block, receiving blood and oxygen (CO:); 
(2) helix; (3) threeway stop cock; and (4), (5), and (6) 
antifoaming device containing wire mesh baskets and 
discs. 


an apparatus devised for experimental investigation of 
the physiology of the extracorporeal circulation. The 
apparatus, originally devised for extremity perfusions 
in dogs in 1950 and 1951, was rebuilt and adjusted to 
serve as a heart-lung by-pass in 1952. It consists of an 
electromotor pump (3.8 ampere, 220 volt, 0.4 kv.) 
and a bubble type of oxygenator. The venous blood is 
first collected in a reservoir in which negative pressure 
is maintained by means of a siphon and is then con- 
ducted into the pumping system. A piston moving to 
and fro inside of a glycerin-filled steel chamber pro- 
duces volume changes which are transmitted through 
a plastic membrane to an atiached plexiglass chamber 
which receives the blood to be pumped. Two such 
pumping devices, one at the venous and one at the 
arterial side, provide a maximal perfusion rate of 4,000 
cc. per minute. Two spring valves control the in and 
out flows to and from the plexiglass chamber, respec- 
tively. ; 

The venous blood is pumped into the oxygenator, a 
plexiglass block containing a “‘Y”’-shaped bore, which 
receives the venous blood at one of the short branches 
of the ““Y” and oxygen at the other. Oxygen is formed 
into bubbles of the desired size by passing it through a 
V.A wire mesh-filled part of the bore. The blood- 
oxygen foam then enters a polyethylene tube, 1.8 m. 
in length and 10 mm. in diameter, formed into a helix. 
During perfusion the helix fills to one-fifth of its vol- 
ume with blood, containing a given amount of blood 
over a period of 3.7 seconds. The arterialized blood is 
then conducted into a special defoaming device con- 
sisting of three V,A wire baskets overlying each other, 
the mesh size of which varying from the innermost to 
the outermost basket as follows: one-fourth, one-half, 
and one square millimeter, and three horizontal V,A 
wire mesh disks, a further wire mesh basket governing 
the entrance to the arterial reservoir. All parts of the 
defoaming device are treated with silicon defoaming 
agent. The agent has been examined by means of in- 
jecting it intravenously into 4 dogs. No toxicity was 
ound. 
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From the arterial reservoir the arterialized and de- 
bubbled blood enters the second pumping system and 
then returns into the animal after passing a warming 
and cooling device, respectively. Warming and cooling 
is accomplished by leading the blood through a silicon- 
coated, double-walled glass cylinder, the capacity of 
which is 70 c.c. The blood forms a cylindrical layer of 
1 mm. thickness, the central as well as the peripheral 
surface of which is exposed to flowing water of 45 to 
48 degrees C. and 15 to 17 degrees C., respectively, 
and remains in the cylinder over a period of 3 to 4 
seconds. 

All connections and extensions are made from poly- 
ethylene and are as short and wide as possible in order 
to decrease the resistance and the capacity of the sys- 
tem itself. As the apparatus has been devised chiefly 
for experimental use, it is armed with a number of 
instruments, a thermometer, a manometer, (for meas- 
uring the pressure within the system), a rotometer, 
two flow meters (Rein’sche Thermostromuhr), two 
oxymeters (O.-Uhr of Kramer), one of the twin in- 
struments at the arterial and one at the venous side, 
two three-way stop cocks (one at the arterial and one 
at the venous side) for connection to instruments as 
well as for drawing blood samples. Up to May, 1955 
experiments were performed on 42 dogs, the results of 
which will be reported in the near future. 

—Erwin Simandl, M.D. 


The Beck Operations for Coronary Heart Disease; an 
Evaluation of 63 Patients Selected for Operation. 
Harowp Fert, WALTER H. PritrcHARD, HERMAN K. 
HELLERSTEIN, RicHarD W. Watts, and Others. Ann. 
Int. M., 1956, 44: 271. 


A CLINICAL stupyY of the Beck operations for coronary 
disease was made in 63 patients. This series consisted 
of 60 males and 3 females from 31 years to 66 years of 
age. In 52 patients, myocardial infarction was demon- 
strated either by the electrocardiogram or at opera- 
tion. 

Many of the patients were digitalized preopera- 
tively on the assumption that it helped to stabilize the 
blood pressure during anesthesia and prevented supra- 
ventricular tachycardia. During the operative pro- 
cedure the heart was continuously monitored by the 
cathode ray oscilloscope. Dissection and traction in 
the region of the A-V node produced ST-T changes. 
Epicardial abrasion caused premature ventricular 
systoles. Delayed interventricular conduction due to 
surgery was a serious complication and usually caused 
the death of the patient. 

The Beck II operation with a direct aortacoronary 
sinus anastomosis, or by venous graft, was performed 
in 55 patients. In 6 patients it was not possible to com- 
plete this operation, either because of supraventricular 
tachycardia or shock. In 22 patients with patent 
grafts, postoperative evaluation was excellent in 14. 
In 3 patients with thrombosis of the graft, the result 
was good. 

The mortality rate after 43 Beck II operations was 
26 per cent, and after 103 Beck I operations, 6.6 per 
cent. Forty-five per cent of the patients in the latter 
group were relieved of pain and 35 per cent were 
able to return to work without limitations. 

—B. G. P. Shafiroff, M.D. 


Is Prognostication Possible in Mitral Valvulotomy 
Patients? (Laesst sich eine Prognose der Mitralvalvu. 
lotomie stellen?), P. Wem and W. Lorsex. Langen- 
becks Arch. u. Deut. Zschr. Chir., 1956, 281: 523. 


SEVENTY-SIX cases of mitral valvulotomy were studied 
preoperatively and postoperatively at the 2nd Surgical 
Clinic of the University of Vienna. Although the 
American Heart Association classification of the dis- 
ease stages of mitral stenosis is suitable for preopera- 
tive cases, it is less so for patients benefited by commis- 
surotomy. The authors devised a new system with 
more consideration of the subjective complaints of the 
patients. 

Stage 1. Slight difficulties after physical exercise 
with no congestive failure or decompensation. Pre- 
dictable surface of the ostium was 2.5 sq. cm. 

Stage 2. Decreased tolerance to physical activity 
with moderate lung congestion and occasional peri- 
pheral edema development. Moderately strenuous 
employment is possible. The ostial surface was pre- 
sumably 1.4 sq. cm. 

Stage 3. Marked decrease in physical activity is 
necessary. There are definite signs of decompensation. 
The mitral ostium surface was 0.9 sq. cm. or less. 

Stage 4. Bedrest is necessary. Orthopnea is present 
and the course of the disease is not influenced by 
drugs. The surface of the ostium was 0.6 sq. cm. or less. 

In an attempt to predict the final outcome, these 
patients were followed up for a year or longer and 
several factors were evaluated. The history and 
physical examination were of no value outside of the 
fact that, in cases in which complete remission after 
commissurotomy was not observed, a history of 
rheumatic joint involvement was always found. If no 
joint symptoms were found in the past history, virtually 
always good results were obtained. The blood sedi- 
mentation rate and Aschoff’s bodies were not reliable 
determinants of the activity of the rheumatoid proc- 
esses. Determination of the activity would seem to be 
important as recurrences of scarring and stenosis might 
be expected in active or activated disease even after 
surgery. 

The duration of symptoms is of no prognostic im- 
portance, although the prognosis is better if signs of 
decompensation and congestion are reversed pre- 
operatively. Cases showing no right heart decompen- 
sation present better results, which indicates that early 
surgical intervention is desirable. 

—Karel B. Absolon, M.D. 


Coarctation of the Aorta; Observation on 7 Success- 
fully Treated Cases (Text in Greek). N. Ozconomos, 
D. Ogconomos, J. NicHoyanopoutos, C. Nixas, and 
G. Papanico.aou. Acta chir. hellén., 1955, 2: 531. 


ALL OF THE cases of coarctation reported by the au- 
thors were of the adult type, the ages of the patients 
being 8, 18, 20, 20, 23, 24, and 30 years. In 3 of the 
cases there was an additional congenital abnormality, 
namely, mild mitral stenosis, aortic insufficiency, and 
infundibular aortic stenosis, respectively. In one case 
the ductus arteriosus was patent, and it was accord- 
ingly resected. In all of the cases resection of the stenotic 
portion and an end-to-end anastomosis of the aorta 
were done. Postoperatively, in all cases the blood pres- 
sure became normal, in the lower extremities the 
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pulses became palpable, and the oscillometric readings 
elevated. The case of a 20 year old man with serious 
subjective symptoms was complicated postoperatively 
by a serious psychosis even though subjective cardiac 
symptoms were no longer present. No further details 
are given. 

The authors briefly describe the anatomy, physi- 
ology, and hemodynamics of the condition and, fur- 
thermore, mention a new way of producing experi- 
mental coarctation in dogs by using a preserved aorta- 
graft as a by-pass of the site of the aorta which was 
subsequently ligated and cut during the same pro- 
cedure. 

The authors agree that the operative mortality re- 
mains between 10 and 20 per cent, even though all 7 
of their patients survived surgery. 

—WNicholas 7. Demetrakopoulos, M.D. 


Coarctation of the Aorta Associated with Aneurysm 
T. Houmes Settors. Brit. 7. Surg., 1956, 43: 365. 


THE COEXISTENCE of aneurysm and coarctation of the 
aorta is recognized with increasing frequency. Gross 
reported this finding in 21 of 270 cases. If untreated, 
the majority of aneurysms rupture sooner or later. 
The author presents 3 cases in which the aneurysms 
and coarctation were excised en bloc and continuity 
was restored by an aortic graft. Two of these aneurysms 
proved to be congenital and the third was mycotic. 
The common site of aneurysm is at the point where a 
branch, usually intercostal, comes off the aorta and 
the swelling extends along this branch. The author 
used aortic grafts prepared by the freeze-dry method 
of Robb and Eastcott. He believes that a graft should 
be available at every operation for coarctation. In- 
sertion of the graft, in the author’s experience, requires 
from 45 to 60 minutes. During insertion, in one case, 
a polyethylene “‘by-pass”’ tube was used, which proved 
to be of value in preventing the development of a too 
high central blood pressure and provided some addi- 
tional peripheral flow. —Alan Thal, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Hemorrhagic Peptic Esophagitis After Esophagogas- 
tric Anastomosis for Megaesophagus (Oesophagites 
peptiques hémorragiques aprés anastomoses oeso-gas- 
triques pour méga-oesophage). E. Nicre and R. 
Mimrao. Reo. chir., Par., 1955, 74: 232. 


IN CONTRAST to experience elsewhere, particularly in 
the United States where esophagogastric anastomosis 
is considered classical and effective therapy for mega- 
esophagus, this approach in France has been followed 
by serious complications. It is stated that the esophago- 
gastric anastomosis is almost a perfect experimental 
realization of a peptic esophagitis. Two cases of post- 
operative hemorrhagic peptic esophagitis following 
esophagogastric anastomoses are presented. A review 
of these cases and of cases reported in the literature in- 
dicate that the European results are not in accord with 
the more favorable cases reported by Sweet, Ochsner, 
and De Bakey, and others in America, which indicates 
a negligible incidence of postoperative esophagitis up 
to an incidence of approximately 45 per cent. 
Various factors play a role in the development of the 
esophagitis, including gastric hyperacidity, mutilation 
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of the sphincter mechanism at the cardia, the character 
of the esophageal mucosa when significantly attenu- 
ated in megaesophagus, and a massive reflux of the 
gastric contents. To avoid the complication of esopha- 
gitis it is recommended that megaesophagus be treated 
by a Heller operation unless the dilated esophagus is of 
enormous proportions. 

When confronted with a postoperative case of peptic 
esophagitis, it is commonly necessary to achieve hemo- 
stasis by operative intervention, although a few cases 
subside on conservative therapy. If an acute esophageal 
hemorrhage presents itself, resection en bloc of the 
anastomosis with a high resection of the esophagus, the 
vagi, and the proximal portion of the stomach is rec- 
ommended with the formation of an esophagoantral 
anastomosis. This appears to be a logical approach in- 
asmuch as it reduces the acidity of the stomach and 
removes the lower portion of the esophagus and cardia 
of the stomach that play a part in the pathogenesis of 
megaesophagus. — Benjamin A. Barnes, M.D. 


Cardiospasm and Esophagitis; an Experimental Study 
of the Esophagogastric Sphincter. STaniey R. 
FriesEN and Don R. Miter. Am. Surgeon, 1956, 
22: 267. 


MAny METHODS have been developed to relieve the 
condition known as cardiospasm. Cardiospasm is sec- 
ond to carcinoma in producing symptoms of esopha- 
geal obstruction, and yet little is known of its etiology. 
Any treatment which relieves the “‘spasm” of the lower 
esophagus and thus abridges the cardiac sphincter al- 
lows reflux into the esophagus. When bouginage fails, 
the surgical treatment of cardiospasm has been directed 
to incision, revision, excision, or by-passing of the 
esophagogastric junction. Even when extensive gastric 
resection with pyloromyotomy is performed, reflux of 
alkaline intestinal content may produce esophagitis. 

Experiments on mongrel dogs were carried out to 
study the function of the esophagogastric junction. All 
operations were done under aseptic conditions, and 
with the use of intravenous pentobarbitol anesthesia. 

Series 7. In 9 dogs the esophagus was divided 3 centi- 
meters above the diaphragm and the distal end was 
inverted. The proximal end was anastomosed to the 
fundus of the stomach through a hole in the dome of 
the diaphragm. 

Series 2. In 10 dogs the same operative procedure 
was Carried out and in addition vagotomy was accom- 
plished. 

Series 3. In 7 dogs the above two procedures were 
carried out and in addition pyloromyotomy was done. 
One animal had a gastrojejunostomy instead of a py- 
loromyotomy. 

Series 4. Ten dogs from the first three series were 
reoperated upon and observations of the two segments 
of the esophagus were made. The esophagus was then 
divided 3 centimeters above the anastomosis and the 
distal stump was inverted. The proximal segment was 
then anastomosed to the original esophageal stump 
above the normal sphincter. 

Eight of the 9 dogs in series 1 lived longer than 14 
days and all showed mild to moderate esophagitis 
above the esophagogastrostomy. However, the 
esophageal stump above the sphincter did not develop 
esophagitis. 





















































In 9 of the 10 dogs with esophagogastrostomy and 
vagotomy, esophagitis developed above the anasto- 
mosis. The stump above the normal esophagogastric 
junction was found to be normal in all of the ani- 
mals, 

In 6 of 7 of the dogs with esophagogastrostomy, 
vagotomy, and pyloromyotomy, esophagitis developed. 
The one animal in which esophagitis did not appear 
demonstrated a persistent low gastric acidity. Again 
the esophageal stump above the sphincter was normal 
in every animal. 

In 9 of the 10 dogs which were reoperated upon, 
esophagitis developed above the anastomosis. When 
the proximal esophagus was moved back to its normal 
position above the cardiac sphincter, the esophagitis in 
8 out of 9 of the animals healed. The remaining in- 
verted esophageal pouch continued to have esopha- 
gitis, or the condition increased in severity, and in one 
animal perforation occurred. 

It is evident that the normal esophagogastric junc- 
tion of the dog is important in preventing reflux 
esophagitis. Vagotomy with or without pyloromy- 
otomy does not prevent the development of reflux 
esophagitis above the esophagogastric anastomosis. 

— John H. Davis, M.D. 


Hemangiomas of the Mediastinum (Pathogenese, 
Klinik und Therapie der Haemangiome des Mediasti- 
nums). G. Heserer and S. Marxmus. Langenbecks 
Arch, u. Deut. Sschr. Chir., 1956, 281: 427. 


HEMANGIOMAS IN THE MEDIASTINUM are relatively un- 
common. Thirty-eight cases of mediastinal tumors 
originating from the blood vessel were collected from 
the literature; these comprised 7 endotheliomas, 5 
angiosarcomas, 6 hemangioendotheliomas, and 20 
hemangiomas. The authors described 2 additional 
hemangiomas which they had had occasion to treat 
in their hospital. 

To differentiate hemangiomas from other tumors 
in the mediastinum is almost impossible. Operative 
treatment is the procedure of choice and a definite 
diagnosis can be established only by biopsy. Malig- 
nant hemangioendotheliomas and hemangiosarcomas 
are sensitive to irradiation. No reports were found in 
the literature concerning x-ray therapy of benign 
hemangiomas of the mediastinum; this is somewhat 
surprising in view of the good response to x-ray 
therapy of similar types of tumors located in other 
parts of the body. 

The results of surgical excision of benign hemangi- 
omas are good, although in some cases complete re- 
moval is impossible because of their intimate relation- 
ship to vital structures. In one such case, in which the 
diagnosis was established by biopsy, excision was 
technically impossible. The authors followed this 
case up for 7 years without observing any progression 
of the growth and its symptoms. In malignant tumors 
adequate palliation after surgical excision was ob- 
served in 2 cases. 

Six hemangiomas of the mediastinum in children 
were described, and in 2 extirpation was technically 
impossible. The authors successfully removed a he- 
mangioma of the anterior mediastinum in a 12 month 
old child, through a left thoracotomy with a trans- 
verse sternal-splitting extension. 

—Karel B. Absolon, M.D. 
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MISCELLANEOUS 


Emergency Treatment of Thoracic Traumatism 
(Traitement d’urgence des traumatismes thoraciques), 
Fr. _— and J. Lortuiorr. Acta chir. belg., 1956, 


THE AUTHOR gives an outline of the emergency treat- 
ment of nonpenetrating traumatism of the thorax. 

For shock the author advises the use of plasma or 
its derivatives. Saline solution is to be avoided because 
of the danger of pulmonary edema. The patient 
should be kept in the sitting position in order to avoid 
the passage of blood and bronchial secretion from one 
lung to the other. Opiates should be avoided on ac- 
count of the respiratory depression and vasoconstric- 
tion of the bronchial tree. The derivative of dipheny]- 
heptane or carboxy-ethylpiperidic do not produce 
these inconveniences. Oxygen should be given through 
a nasal catheter at the rate of 5 liters per minute. 

When local lesions are present the patient should 
be watched for paradoxical motion, immobility of the 
hemithorax, or subcutaneous emphysema. The injured 
area should be immobilized and if there are symp- 
toms of rib fractures the author advises traction on 
the hemithorax with strips of tensoplast applied to the 
skin. The first strip is set in the length of the hemi- 
thorax and reinforced with several transverse strips 
passing from the sternum to the posterior axillary line. 
One strand passes from beneath the other strips, 
emerges from two openings 10 cm. apart in the axis of 
the body, and is attached to a pulley with 1 or 2 kgm. 
of weight. If necessary the traction could be bilateral. 
There is about 33 to 65 per cent of associated intra- 
thoracic lesions. 

The complication of pneumothorax should be 
treated by aspiration of the air with a pneumothorax 
apparatus, or an intrapleural drain should be inserted 
in the second intercostal space at the anterior axillary 
line under local anesthesia and connected with a 
water-sealed bottle. In rare cases when there is a 
laceration of a large bronchus followed by mediastinal 
emphysema an emergency thoracotomy and closure 
of the laceration is the best treatment, although the 
author relieved a patient with a similar case by 
bilateral intrapleural aspiration with two large cathe- 
ters. The hemithorax should be aspirated in order to 
avoid a subsequent organization of a hematoma which 
is resistant to intrapleural injection of streptokinase 
and streptodornase. 

The posttraumatic accumulation of bronchial secre- 
tion due to a total vasoconstriction of the bronchial 
tree (de Takats et al.) is best treated by bronchial as- 
piration with an intratracheal tube or bronchoscopy. 
The intratracheal tube should be left in place for 
several days, the secretions being aspirated with a 
Nelaton catheter every half hour and later every hour 
with care that the tube does not become plugged. 
Intratracheal administration of pulverized trypsin 
will help to liquefy the bronchial secretion. Usually 
the bronchorrhea diminishes in 48 hours. The intra- 
tracheal tube is then withdrawn and the patient is 
allowed to expectorate. The treatment should be con- 
ducted in such a way that within 3 hours the patient’s 
respiration becomes calm. If the patient’s condition 
is not ameliorated an emergency tracheotomy should 
be done, —Maurice Bakaleinik, M.D. 
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Compound Diaphragmatic Hernia; Report of 5 Cases, 
Cuar.es H. Brown, Cart H. Mosera, and DonaLp 
B. Errcer. Ann. Int. M., 1956, 44: 534. 


Tue AUTHORS briefly discuss diaphragmatic hernia in 
general. They point out that 70 per cent of diaphrag- 
matic hernias are those of the hiatus, and mention 
methods of demonstrating such hernias. They also 
mention herniation through the foramen of Morgagni 
and Bochdalek. 

They believe that the potential complications of 
diaphragmatic hernias (excluding traumatic ones) are 
not fully appreciated. As verification, they define the 
“compound” diaphragmatic hernia and present 5 
such cases. This term is used to describe a specific type 
of nontraurmatic diaphragmatic hernia in which more 
than one organ has herniated through the involved 
foramen. Although rare, compound hernia is prone to 
produce obstructive symptoms, but more important, 
in the author’s opinion, are the cardiorespiratory ef- 
fects which, unless relieved early, are often the cause 
of death in such cases. 

The herniation in the 5 cases presented occurred 
through the hiatus in 3 cases, through the foramen of 
Morgagni in 1 case, and through the foramen of 
Bochdalek in 1 case. 

In all cases cardiorespiratory symptoms were severe. 
Simple chest x-ray was the most valuable diagnostic 
aid; if not conclusive, gastrointestinal x-ray studies 
were made for absolute verification. The authors note 
the need for careful pulmonary and cardiac evalua- 
tion since these systems are markedly impaired. 

Surgical treatment was considered an absolute ne- 
cessity and 4 of the 5 patients were operated upon. 
One patient refused operation. There was one death 
among the 4 operative cases because of the need for 
massive resection of the entire small intestine and 
right colon. The other 3 patients had good postopera- 
ative recovery. — Arthur M. Simpson, M.D. 


Thymogenic Tumors and Cysts. Hans RAHBEK S¢REN- 
SEN, JORGEN BALSLEV JORGENSEN, GREGERS THOMSEN, 
Vacn WESTERGARD-NIELSEN, and VicGo EsKELUND. 
Acta chir. scand., 1956, 110: 353. 


THE SURGICAL TREATMENT of 14 patients with thymo- 
genic tumors is reported. Only one patient exhibited 
symptoms of myosthenia gravis. The lesions in the re- 
maining patients were classified in two groups: (1) 
pedunculated tumors projecting to one side of the me- 
diastinum, which were relatively benign histologically 
as well as clinically, and did not give rise to definite 
symptoms; (2) tumors projecting to both sides of the 
mediastinum, which proved malignant clinically as 
well as histologically. 

Roentgenologic examination was diagnostic, and 
was of aid in distinguishing the benign from the malig- 
nant lesions, as well as a means of guidance for the 
surgical approach. Tumors projecting to only one side 
were removed through a standard thoracotomy in- 
cision. In 5 of the 6 cases in which the tumor projected 
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to both sides, attempts at removal were made after 
longitudinal or transverse division of the sternum, but 
this could not be accomplished in any case. 

Four cases of thymic cysts operated upon are also 
reported. — Ernest D. Bloomenthal, M.D. 


Management of the Thoracoabdominal Casualty in 
the Combat Zone. H. HasKELt Z1peRMAN. Mil. Med., 
1956, 118: 186. 


THE THORACOABDOMINAL CASUALTY is one of the most 
severely wounded casualties requiring treatment in a 
combat zone. The majority of these wounds are 
thoracoabdominal, a smaller group are abdomino- 
thoracic, and in some instances the wounds of pleural 
and peritoneal cavities are separate. Death from 
thoracoabdominal wounds occurs most frequently as a 
result of the abdominal component. The incidence of 
such wounds can be markedly reduced by the wearing 
of body armor. The mortality is lower among patients 
with right-sided thoracoabdominal wounds, because 
of the cushioning effect of the liver. 

Factors influencing the mortality favorably in the 
Korean conflict were the availability of combat- 
trained surgical personnel, decreased time lag be- 
tween wounding and surgery, the widespread use of 
antibiotics, and the liberal use of blood and plasma. 

The diagnosis was made by plotting missile trajec- 
tory between wounds of entrance and exit by roent- 
genologic examination of the chest and abdomen, and 
clinical signs. In doubtful cases, exploration was be- 
lieved to be more conservative than watchful expect- 
ancy. 

Emergency medical treatment consisted of ade- 
quate fluid replacement by blood, dextran, or serum 
albumin, with care to avoid overhydration and pul- 
monary edema. Sucking chest wounds were sealed, 
and thoracentesis was frequently employed. Following 
evacuation to a surgical hospital, these measures were 
continued. Repeated thoracenteses were preferable to 
closed tube drainage; procaine intercostal block was 
preferable to the use of opiates for pain. 

A large majority of thoracoabdominal casualties in 
Korea (85 per cent) were surgically treated by a com- 
bination of thoracentesis and laparotomy; the re- 
mainder were treated by thoracotomy alone, or by a 
combination of thoracotomy and laparotomy. Indica- 
tions for open thoracotomy were perforation of medias- 
tinal structures; rapid reaccumulation of massive 
hemothorax or pneumothorax; and cardiac tampon- 
ade not relieved by pericardiocentesis. 

Wounds of the colon were exteriorized, when possi- 
ble; other gastrointestinal wounds were treated by su- 
ture closure or resection and anastomosis. Wounds of 
the liver, kidney, and retroperitoneal spaces were 
drained. Recovery from laparotomy was delayed by 
complicating chest wounds and their alteration of 
respiratory function. The mortality among 129 thor- 
acoabdominal casualties in the Korean conflict was 
13.1 per cent. —S. Lloyd Teitelman, M.D. 






















































GASTROINTESTINAL TRACT 


The Complications of Gastroscopy and Esophagoscopy. 
Carey C. K. Situ and Norman C, Tanner. Brit. 7.: 
Surg., 1956, 43: 396. 


TiiE MOST COMMON COMPLICATION of gastroscopy and 
esophagoscopy at the present time is periesophageal 
infection resulting from damage to the mucosa of the 
upper esophagus. The usual site of injury is the pos- 
terior esophageal wall in the retrocricoid area where 
the thin esophageal wall may be compressed between 
the lower cervical vertebral bodies and the rigid por- 
tion of the endoscope. This is particularly true in sub- 
jects with projection of the anterior body of the verte- 
brae due to osteoarthritis. Splitting of the esophageal 
wall in this area may result in retroesophageal infec- 
tion and superior mediastinitis. 

Esophageal injury following gastroscopy was found 
to occur in 50 of 49,000 gastroscopies reported by 
Jones, Dahl, Fletcher, and Rogers in 1951. Of the 78 
cases recorded in the literature, only 7 are reported 
as occurring in the lower esophagus. In 35 cases the 
injury proved fatal. Gastroscopy may occasionally 
give rise to perforation of the stomach. Born reports 
an incidence of 4 in 4,000 gastroscopies. 

The authors report 7,200 gastroscopies and 605 
esophagoscopies with damage to the upper esophagus 
in 29 cases and to the lower esophagus in 5. They point 
out the value of a lateral roentgenogram of the neck 
prior to endoscopy to disclose any unexpected osteo- 
phytes in the cervical vertebrae. Complications oc- 
curred more often in patients examined by less skilled 
and experienced members of the hospital staff. The 
authors point out that any necessary anteroposterior 
or lateral deviation may only be brought about by 
readjustment of the patient’s head. They believe that 
the duration of the examination is important in pro- 
ducing pressure necrosis. Esophageal injury is sug- 
gested by pyrexia, tenderness in the supraclavicular 
fossae, swelling of the neck, and the presence of a 
retroesophageal swelling roentgenographically. Gas 
in the tissues of the neck, is, of course, proof of damage. 

Twenty-six of the authors’ patients were treated 
promptly, without mortality and with low morbidity. 
Conservative measures were started on the first sus- 
picion of periesophagitis. Oral feeding was discon- 
tinued and penicillin administered. In 3 patients seen 
a week or more after injury, mediastinitis developed, 
and 2 of these died. 

In cases in which localized abscess forms, drainage 
is necessary. Goligher and Barrett have advised im- 
mediate suture in every case of hypopharyngeal per- 
foration. The authors, however, disagree with this 
viewpoint because, in the majority of instances, there 
is no tear to repair. Primary suture is not applicable 
in the latter stages because of the abscess formation 
and cellulitis. Instead, the retropharyngeal space in the 
neighborhood of the lesion is approached under local 
anesthesia and drained with a gauze pack. The au- 
thors use a small incision along the posterior border 
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of the sternomastoid muscle just below the cricoid 
level. Once the deep cervical fascia has been broached, 
the exploring finger easily passes medially along the 
front of the prevertebral fascia leading directly to the 
retroesophageal space. In the experience of these au- 
thors, no case of esophageal fistula lasted for more 
than 3 weeks. —Alan Thal, M.D. 


Studies Concerning Possible Prophylaxis of Post- 
operative Atony of the Stomach (Untersuchungen 
ueber eine moegliche Prophylaxe der postoperativen 
Magenatonie). K. Kremer. Chirurg, 1956, 27: 62. 


POSTOPERATIVE ATONY of the stomach has been as- 
cribed to a variety of factors, such as those of me- 
chanical character, central or peripheral neurogenic 
disturbances, dysproteinemia, hypokalemia, toxic con- 
ditions, or disorders of the autonomic nervous system. 

Assuming that the last mentioned factor is of great 
importance, the author administered hematoporphy- 
rin to gastrectomized patients during the postoperative 
period because it exerts a stimulating effect on peri- 
stalsis. This is exemplified by lead poisoning, which 
usually provokes toxic porphyrinuria and produces 
colicky pains which may be ascribed to intestinal 
spasms caused by porphyrins. 

Hematoporphyrin, an artificial product obtained by 
splitting hemoglobin, is markedly photoactive. The 
tonic effect of hematoporphyrin on the gastrointestinal 
tract is attributable to a rise of the potassium contents 
of the blood. Photoactive hematoporphyrin exerts a 
beneficial effect on the hormonal system and con- 
tributes to the well-being of the patient by stimulating 
his appetite and regulating the autonomic nervous 
system. 

The author employed gastrographic studies of mo- 
tility, first described by Danielopolu, in the investiga- 
tion of the stimulating effect of hematoporphyrin on 
the stomach. Briefly, the method employs a gastric 
tube with an inflatable balloon; variations of the 
intragastric pressure are recorded kymographically. 

After gastric resection the pressure curves are ir- 
regular, of abnormally short duration, and excessively 
high. Twenty minutes after the intramuscular ad- 
ministration of hematoporphyrin the tracings assume 
the normal appearance. A similar normalizing effect 
on the small intestines could also be observed. 

The author administered hematoporphyrin to 200 
patients daily the first 4 or 5 postoperative days, and 
every second day thereafter for another week. The 
needle should be inserted deep because otherwise the 
photosensitizing effect of hematoporphyrin may cause 
pigmentation of the skin. In not a single instance was 
a gastric atony observed. — Joseph K. Narat, M.D. 


Contribution to the Therapy of Postoperative Gastro- 
intestinal Atony (Beitrag zur Therapie der postopera- 
ro + eee M. REIFFERSCHEID. Chirurg, 
1956, 27: 59. 


POSTOPERATIVE GASTROINTESTINAL ATONY may be con- 
sidered a stress reaction to the surgical procedure and 
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anesthesia, in the form of a disturbance of the auto- 
nomic nervous system with resulting predominance of 
the sympathicotonus. 

Postoperative gastrointestinal atony may persist in 
spite of the customary measures, such as gastric de- 
compression, the administration of potassium, sodium, 
pituitrin, or pantothenic acid, stimulation of the di- 
gestive tract by gastric lavages or enemas, or heat 
applications to the abdominal wall. Physostigmine, 
given to increase the tonus of the vagus nerves, may 
also fail. 

It occurred to the author that, in addition to the 
stimulation of the vagus system, it may be advisable 
to paralyze the sympathetic system by the administra- 
tion of dihydroergotamine. 

In 21 patients in whom the aforementioned cus- 
tomary treatment had failed, 1 mgm. of dihydroergota- 
mine was introduced subcutaneously at hourly inter- 
vals. From 2 to 3 hours after the first application the 
amount of aspirated gastric secretion was reduced to 
normal levels, intestinal peristalsis re-appeared, and 
the patients expelled flatus and feces. There was no 
noticeable effect on the blood pressure, but the high 
frequency of the pulse promptly subsided. The treat- 
ment was instituted from 2 to 12 days after the opera- 
tion with uniformly good results. 

Contrary to ergotamine, the vasoconstricting effect 
of dihydroergotamine is insignificant. 

The author is aware of the fact that a much larger 
series of observations is required to establish the value 
of his method. — Joseph K. Narat, M.D. 


Hematemesis and Melena; with Special Reference to 
Causation and to the Factors Influencing the Mor- 
tality from Bleeding Peptic Ulcers. F. Avery 
Jones. Gastroenterology, 1956, 30: 166. 


THIS EXCELLENT ARTICLE from the Central Middlesex 
Hospital, in London, may easily be divided into two 
parts. The first half is devoted to a detailed statistical 
analysis of 1,910 admissions for massive gastrointes- 
tinal hemorrhage. The author found that the most 
important factors leading to a high mortality are: (1) 
age of over 60 years; (2) chronic gastric ulcers; (3) 
recurrent bleeding after admission; and (4) persistent 
pain after admission. 

The last half of the article deals with the question- 
able value of surgical intervention. The author is ad- 
mittedly biased in favor of surgery in selected cases. 
His discussion of the whole subject and the definite 
conclusions reached could profitably be read by every 
physician and surgeon dealing with this problem. He 
concludes that: ‘‘Patients with hematemesis and 
melena should be admitted to medical wards, and the 
ideal professional combination is a keen physician and 
a somewhat reluctant surgeon.” 


—Fohn C. Carlisle, M.D. 


Undesirable Sequelae of Subtotal Gastric Resection. 
Tuomas E. MACHELLA. Med. Clin. N. America, 1956, 
40: 391. 


THE ETIOLOGY and treatment of the more common 
difficulties following subtotal gastrectomy are briefly 
discussed. 

Complete retention or delayed emptying of the 
gastric remnant may be due to hypoproteinemia or 
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kinking of the jejunal loops near the anastomosis. 
Gastric aspiration is necessary for several days. Usu- 
ally, within one to two weeks the stoma begins to 
function satisfactorily. 

Afferent loop difficulties are: (1) retention in the 
afferent loop as a result of obstruction of the stomal 
end of the efferent loop, (2) retention in the afferent 
loop as a result of obstruction of the stomal end of the 
afferent loop, and (3) blow-out of the duodenal stump. 
Retention in the afferent loop usually causes anorexia, 
nausea, and vomiting. Scout films of the abdomen 
and fluoroscopic examination of the gastrointestinal 
tract following a barium meal are of aid in the diag- 
nosis. The treatment is enteroenterostomy between 
the jejunal loops. Blow-out of the duodenal stump is 
treated with continuous suction drainage with a sump 
pump, in addition to general supportive treatment 
for peritonitis. 

The postgastrectomy dumping syndrome is charac- 
terized by weakness, sweating, nausea, epigastric 
pain, palpitations, and vertigo following food inges- 
tion. The condition is believed to be initiated by dis- 
tention of the small intestine as a result of the in- 
creased volume of fluid which enters the jejunal lumen 
in an attempt to render the osmotic properties of the 
ingested food isotonic. During the symptomatic period 
an acute decrease in blood volume has been detected. 
The patient gradually loses weight because of his self- 
restricted caloric intake. Treatment consists of large 
doses of atropine and the omission of fluids and sweets 
from meals. 

About one-third of the patients have malnutrition 
following subtotal gastric resection. This malnutrition 
has been ascribed to an impairment of fat digestion 
and absorption. Some of the patients will gain weight 
if a favorable emotional environment can be created. 
Other complications are leakage of the suture line, 
particularly at the “‘angle’’ in the Hofmeister type of 
anastomosis, internal herniation of the jejunum, and 
the development of a marginal ulcer. A few patients 
develop a macrocytic hyperchromic anemia. 

—Harold E. Kleinert, M.D. 


Megaloblastic Anemia Following Gastric Resection; 
Report of 10 Cases. R. B. WELBourN, M. G. NELson, 
and F, J. Zacuarias. Brit. 7. Surg., 1956, 43: 422. 


MacDonaLp, INGLEFINGER, AND BELDING, in 1947, 
found that a macrocytic anemia, clinically and hema- 
tologically indistinguishable from pernicious anemia, 
developed in about 44 per cent of patients who had 
survived total gastrectomy for 3 or more years. Re- 
cent reports suggest that the incidence may be higher. 
The authors describe 10 cases of megaloblastic anemia 
following gastrectomy. In 5, the resection had been 
total or near total. In the remainder the resection had 
been partial. In the latter group there were either 
other gastrointestinal lesions or serious dietary de- 
ficiencies which probably contributed to the develop- 
ment of the anemia. Postoperative megaloblastic 
anemia occurs in only a small proportion of cases 
following partial gastrectomy. Indeed, the proportion 
is probably not higher than in the general population. 
Fellinger described megaloblastic anemia in every one 
of eight patients with total gastrectomy who survived 
from 5 to 8 years. This supports the view of Bethel and 
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associates, who believe that megaloblastic anemia will 
always follow a total gastrectomy provided the pa- 
tient lives long enough and receives no prophylactic 
treatment. 

Clinically, postgastrectomy megaloblastic anemia 
has a gradual onset. In some cases the glossitis is 
severe and cord changes have been described. In the 
authors’ cases macrocytosis was demonstrated prior 
to the onset of frank anemia. The response of post- 
gastrectomy megaloblastic anemia with parenteral 
liver extract or vitamin B" is, on the whole, similar to 
that of Addisonian pernicious anemia. Although oral 
folic acid has produced remissions in some cases, it 
cannot be regarded as a safe treatment because of the 
inability of this substance to prevent neurologic com- 
plications, but it has been found useful as an adjuvant 
to parenteral Vitamin B'. In one of the authors’ pa- 
tients, a suboptimal reticulocyte response was pro- 
duced by oral vitamin B", although a total gastrec- 
tomy had been performed. This is difficult to explain 
as it is believed that total gastrectomy removed the 
major part, if not the whole, of the area of the in- 
testine, which elaborates the intrinsic factor; how- 
ever, occasional cases do show a moderate absorption 
of oral vitamin B” after gastrectomy, indicating pos- 
sibly the continued excretion of intrinsic factor, either 
from an incompletely resected stomach or from some 
extragastric source, such as ectopic gastric mucosa. 
In the follow-up study of totally gastrectomized pa- 
tients, the hemoglobin estimation alone is not reliable 
in the early detection of postgastrectomy megalo- 
blastic anemia. It is also necessary to examine a 
peripheral blood smear for macrocytosis. Once a 
megaloblastic picture has developed after total gas- 
trectomy, treatment with liver extract, vitamin B,., or 
a combination of these drugs with oral folic acid and 
oral iron has proved adequate to restore the blood 
picture to normal. The authors agree with Callender 
that Vitamin B” should be administered prophylac- 
tically to all patients after total gastrectomy. 

—Alan Thal, M.D. 


The End Results of Total Gastrectomy for Cancer 
(Risultati a distanza della gastrectomia totale per 
cancro). A. Mauri-PAo.int and MarINONI. 
Chirurgia, Milano, 1955, 10: 163. 

THE AUTHORS review their 52 cases of total gastrec- 

tomy, 50 of which were done for cancer and 2 for be- 

nign lesions. In 47 cases an esophagojejunostomy with 

enteroenterostomy was performed, in 3 a Roux en y 

anastomosis, and in 2 an esophagoduodenostomy. The 

immediate postoperative mortality was 26.9 per cent 


(14). Most of the deaths were due to anastomotic leaks . 


(9) with subsequent peritonitis. 

In the cancer cases the one year survival rate was 
46 per cent, the 3 year rate was 18 per cent and the 
rate of survival beyond 5 years was 12 per cent, with 
an average survival of 18 months and the percentage 
based on the total number of cases (50). 

In conclusion, the authors believe that absolutely 
necessary total gastrectomy for cancer is fully justified. 
However, it is questionable if total gastrectomy should 
be used as a routine measure for all cases of cancer of 
the stomach. If subtotal gastrectomy should go beyond 
the involved area it is to be preferred to total gastrec- 


tomy. In 16 cases a total gastrectomy was used as an 
elective procedure when a subtotal resection would 
have extended beyond the lesion. These 16 cases are 
compared with 56 other cases of subtotal gastrectomy 
for cancer performed during the same years (1946 to 
1950). The over-all survival rate was better for those 
patients having a subtotal resection and the patients 
were much more comfortable. For the present, at least, 
it is felt that total gastrectomy as a routine procedure 
for all cases of cancer of the stomach is not justified. 
—Lucian J. Fronduti, M.D. 


Pancreatitis Following Subtotal Gastrectomy. Fran- 
cis J. Morrin and L. Dunxwn, Irish J. M. Sc., 1956, 6th 
Ser.; p. 106. 


PancrEATITIS following subtotal gastrectomy is a 
serious and frequently fatal complication. Symptoms 
usually appear after 24 hours and are characterized 
by upper abdominal pain and distention; fever and 
tachycardia are usual and peripheral circulatory col- 
lapse follows. An elevated serum amylase is helpful in 
distinguishing the condition from other postoperative 
complications. The condition is most often confused 
with a leaking duodenal stump. 

Three cases are presented. In each instance a deeply 
penetrating ulcer was dissected from the head of the 
pancreas. In one case re-exploration showed fat ne- 
crosis of the omentum and gross changes in the pan- 
creas, typical of pancreatitis. After prolonged and 
vigorous supportive therapy the patient recovered, 
but the late follow-up examination showed calcifica- 
tion of the pancreas and evidence of pancreatic de- 
ficiency. The other two patients died. At autopsy, in 
both, there was bile staining in the terminal portion 
of the pancreatic duct. Free peritoneal fluid and fat 
necrosis were found. The pancreas of one showed 
superficial hemorrhage; the pancreas of the other was 
firmer than normal and showed some hemorrhage of 
the interstitial tissue on cut section. Microscopic sec- 
tions of the pancreas in each instance showed changes 
resembling those of post mortem autolysis. 

In the absence of significant microscopic findings 
in the pancreas, it is suggested that “‘pancreatopathy” 
(Joske, R. A. Brit. M. J., 1955, 2: 1477) is a better term 
for this disease than pancreatitis. 

Treatment is supportive and includes gastric aspi- 
ration, electrolyte replacement, blood transfusions as 
indicated, and antibiotics. Hexamethonium or pro- 
banthine has been advocated to reduce pancreatic 
secretion. 

The authors believe that postoperative pancreatitis 
may be produced by injury to the duct of Santorini, 
by interference of the pancreatic blood supply, or by 
trauma to the pancreas. Since these three injuries occur 
most frequently in difficult dissections about the head 
of the pancreas, it is suggested that the incidence of 
postoperative pancreatitis may be reduced by the use 
of an exclusive type of procedure in preference to dis- 
section of the deeply penetrating ulcer. 

—Lockert B. Mason, M.D. 


The Mortal Gastrectomies (Les gastrectomies mor- 
telles). Pu. Detrie. Rev. chir., Par., 1955, 74: 148. 


ALTHOUGH the author is concerned chiefly with recall- 
ing matters already discussed in the English language 
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literature, nevertheless he emphasizes a few salient 
points which may prove of interest. 

He mentions the work of J. C. Reymond who in 
1955 saved a patient who was bleeding following a 
classic gastric resection, simply by the introduction of 
a tube with continuous suction, and later did some ex- 
perimental work which indicated that bile is a potent 
anticoagulant and that its continuous removal from 
the bleeding area results in the control of hemorrhage. 

In the author’s patient, on the other hand, the intra- 
gastric bleeding was so severe that surgical interference 
seemed indicated. The exsanguinated subject was 
transfused and reopened, and it was found that the 
anastomotic suture line had given way. This bleeding 
was controlled by proper suture and the patient went 
on to uneventful recovery. The lesson to be derived 
from this case of postgastrectomy bleeding is that care- 
ful check of the original sutures is mandatory. 

In the matter of gastrectomy “in spite of every- 
thing’’, even with the ulcer lying far to the right and 
involving the pancreas, it is considered that the chole- 
dochus should be catheterized prior to the surgical at- 
tack on the duodenum, and that careful attention 
should be allotted in all such operations to the possibil- 
ity of anomalous implantations of the bile and pancre- 
atic ducts into the duodenum. In the case observed by 
the author the ulcer of the duodenum had invaded the 
head of the pancreas quite deeply. The duodenum 
was cut through below the level of the ulcer and closed; 
then the gastrectomy was completed from right to left. 
After thorough electrocoagulation the floor of the 
ulcer was left in the exposed pancreatic tissue. On the 
fourth day following operation there was a subicteric 
attack with bile and feces in the urine. This disap- 
peared later but a biliary fistula developed through the 
opening of the abdominal drain. 

At reoperation an extensive purulent process was 
encountered in the right upper quadrant and the open- 
ing into the biliary system was uncovered in the region 
of the junction of the cystic duct with the choledochus; 
the patient’s condition became so bad at this juncture 
that the operation had to be abandoned, the patient 
dying without recovering consciousness. The author 
believes that the lesion of the bile ducts occurred while 
the adhesions of the biliary vesicle with the duodenum 
were separated, or resulted from the electrocoagula- 
tion of the floor of the ulcer. The autopsy findings sup- 
ported the operative findings. The best treatment of 
this complication would seem to be the implantation 
of the choledochus in an isolated loop of the small in- 
testine. 

The pancreatic fistula would seem to postulate the 
involvement of the pancreatic duct; however, this 
complication seems to arise at times in ulcers involving 
the pancreas superficially without actually penetrating 
the duct (suppurative pancreatitis ?). The ideal treat- 
ment for the condition would seem to be a fistula-gas- 
trostomy; however, when the gastric stump is too far 
distant, the duodenal stump, or even the biliary vesi- 
cle may be utilized for a fistula-anastomosis. 

_ The best treatment for the not infrequently develop- 
ing acute postoperative gastric atony (acute dilatation) 
1s a matter of dispute. Gastric aspiration, shock treat- 
ment, and correction of the metabolic imbalances are 
at present our best means of combating the condition. 
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Infiltration of the solar plexus has been recommended. 
A consoling thought resides in the fact that in this epi- 
sode the suture line of the anastomosis never gives way. 
The acute occlusions of the small intestine following 
partial gastrectomy in the usual manner would at 
times seem to be on an inflammatory basis and at 
times on the basis of a mechanical obstruction of the 
small bowel in the neighborhood of the neostomy. The 
author cites his experience with a 60 year old male 
gastrectomy patient (type Finsterer) with an ulcer of 
the lesser gastric curvature. Five days of continuous 
gastric aspiration brought no relief and the subsequent 
reintervention brought to light a volvulus of the first 
loop of the jejunum distal to the efferent loop of the 
anastomosis. At reintervention in another patient the 
anastomotic passage was found to be blocked by a 
tendency of the efferent loop to slide from left to right 
across the anastomotic opening. The loop was fixed to 
the transverse colon and mesocolon in such manner 
that it came to lie in the axis of the stomach. 
Unpredictable complications, such as necrosis of the 
spleen, enterocolitis, acute pancreatitis and tetanus, 
which are practically without therapeutic resource, are 
fortunately extremely rare. — John W. Brennan, M.D. 


The Diagnosis and Treatment of Intussusception in 
Childhood (Erkennung und Behandlung der Darmin- 
vagination im Kindesalter), M. REIFFERSCHEID. 
Chirurg, 1956, 27: 26. 


THE AUTHOR believes that intussusception in childhood 
is still a clinical problem. The article is based on 63 
cases seen in his clinic since 1928. 

He feels that the etiology is still obscure in most 
cases and that the physiology of the movement of the 
invagination and of the changes in the intestine are 
only slightly understood. He points out that 45 of his 
63 cases occurred in children under 2 years of age, and 
38 of these were in the 4 to 7 months age group. 
Seventy-five per cent were males. In 8 cases the con- 
dition was all in the large bowel, in 5 cases all in the 
small bowel, and in the remainder it was in both the 
large and small bowel. 

The author states that of 40 patients for whom a 
family physician was called only 8 were admitted on 
the first day of illness, 12 on the second, 12 on the third, 
7 on the fourth, and 3 each on the fifth and sixth days. 
Yet even when seen in the hospital at such a late date, 
the diagnosis was frequently missed. These children all 
had what he considers classical signs of intussusception, 
i.e., vomiting or restlessness due to pain, obstipation, 
and bloody stools. 

In his clinic, restlessness due to pain denotes com- 
pression of the mesentery. When this occurs in intus- 
susception, palpation of the abdomen should reveal the 
mass. In all of his cases the mass could be felt. Vomiting 
was not always an early sign, and occasionally did not 
occur until after the mass was felt. 

He feels that the statement “Bloody stools are an 
early symptom’ is false since they usually do not appear 
until after 12 hours, and the first stool after the onset 
of the illness usually shows no blood. However, he 
thinks it is a dependable sign since nearly all of his 
patients showed it. 

He feels that other signs are not helpful in the early 
case, but they help to reveal severity of the condition. 
























He has found that among patients whose symptoms are 
more than 24 hours in duration, there is a mortality of 
20 per cent. Among patients seen in the first 12 hours, 
the mortality is very low—similar to that due to anes- 
thesia alone. Because of this, he advocates exploration 
for diagnosis and in all cases for treatment..He believes 
the cause should be searched for even if the mass re- 
duces. He never uses barium enema reduction under 
roentgenography as advocated by Ravitch. 

He holds that preoperative care is very important, 
even though an hour’s delay may result. Shock should 
be controlled and the temperature reduced. He used 
intravenous glucose, electrolytes, blood and plasma— 
by incision over a vein if necessary. He also uses gas- 
tric suction and makes use of blood chemistry. 

For anesthesia he prefers drop-ether and he main- 
tains proper intravenous fluids. The abdomen should 
be opened with an incision on the right side. In cases 
with easy reduction there is no further problem. How- 
ever, in the majority of instances reduction will not 
occur and he then advocates resection without manipu- 
lation. He feels strongly that most manipulative pro- 
cedures cause harm and the condition will usually re- 
quire resection anyway. 

He mentions the success that some workers have 
had with primary anastomosis, but prefers the Miku- 
licz type of resection and treatment as outlined by 
Gross. He closes the peritoneum before opening the 
intestine and closes the proximal loop around a 
catheter for 24 to 48 hours. He applies a crushing clamp 
to the spur on the second to the third day and at- 
tempts to restore continuity after a week. 

He urges careful postoperative care, using blood, 
plasma, glucose solution, and various electrolytes. He 
also uses oxygen, urinary catheters, and gastric 
suction. 

He closes by quoting the mortality figures of various 
workers. In the period prior to 1940 the average mor- 
tality was from 50 to 70 per cent. In recent years it has 
fallen to from 5 to 10 per cent. In his own series he had 
a mortality of 51 per cent for 41 cases seen from 1928 
to 1946. Since 1946 he has had a mortality of 36.3 per 
cent in 22 cases, Of the 63 patients, he again stresses 
that 78 per cent were under 2 years of age and 56 per 
cent had been ill for more than 24 hours. 

—Richard 7. Ireton, M.D. 


Strangulation Obstruction—Postoperative Antibiotic 
Protection. Ismmore Conn, Jr. Ann. Surg., 1956, 143: 
386. 


AN ADDITIONAL sTuDy of the effects of antibacterial 
therapy in strangulation obstruction is reported by 
Cohn. This study differs from previous experiments in 
that all antibacterial therapy was administered in the 
postoperative period. The following operation was 
performed on 4 dogs: 

The omentum was removed; the small bowel was 
divided at a point 75 per cent of the distance from the 
ligament of Treitz to the cecum, and the two ends 
closed; a 30 centimeter segment of proximal bowel, 5 
centimeters or more from the point of division were 
then strangulated by dividing and ligating all of the 
veins draining the segment and the vessels parallel to 
the bowel at each end of the segment. A plastic tube 
was then threaded into the strangulated portion. 
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One gram of achromycin was introduced into the 
strangulated bowel at operation, and the same drug, 
dissolved in saline, was introduced into the bowel via 
the plastic tube in doses of 500 milligrams at four-hour 
intervals for 48 hours, followed by 500 milligrams 
every 6 hours until reoperation; and 600,000 units of 
penicillin was also given intramuscularly twice daily. 
Appropriate replacement of water, colloid, and elec- 
trolyte requirements was included in the postoperative 
therapy. Leucocyte counts and specific gravity deter- 
minations of blood and peritoneal fluid as well as 
bacteriologic studies on bowel contents and peritoneal 
fluid were done at intervals between operations. Re- 
operation of the dogs was performed at 100 hours, this 
time being chosen since survival to this time ordinarily 
indicates indefinite survival and is adequate to follow 
the sequence of events in strangulated obstructed 
bowel. 

All 4 dogs survived. At re-operation, the gross ap- 
pearance of the strangulated bowel showed a return 
toward normal, a finding confirmed by microscopic 
examination of these segments. The source of revas- 
cularization is concluded to be the intramural vessels, 
The course of the leucocyte counts and the bacterio- 
logic studies was such as to demonstrate the effective- 
ness of the antibacterial therapy and contrasted to the 
results in previous control experiments without this 
therapy. The fluid requirements postoperatively are 
correlated with the bacterial content of the strangu- 
lated segment and are markedly reduced in this series 
as compared to controls. 

The importance of bacteria in strangulation ob- 
struction is demonstrated by the results in terms of 
survival in the absence of bacteria, the contrast be- 
tween the appearance of strangulated segments of 
bowel in which antibiotic therapy was given, and of 
similar segments in which such therapy was not given, 
the fluid requirements, the leucocyte counts, and the 
bacteriologic results in this series as contrasted with 
controlled series. —E. Thomas Boles, M.D. 


The Role of Brunner’s Glands in the Intrinsic Resist- 
ance of the Duodenum to Acid Peptic Digestion. 
Cuar.es A. GrirFirH and Henry N. Harkins. Ann. 
Surg., 1956, 143: 160. 


PREVIOUS EXPERIMENTS have demonstrated a greater 
intrinsic resistance to acid-peptic ulceration in the 
duodenum than in the jejunum. This adds support to 
the superiority of the Bilroth I gastroduodenostomy 
over the Bilroth II gastrojejunostomy following partial 
gastric resection. However, some reports have been 
contradictory. Since the Brunner’s glands of the duo- 
denum secrete an abundant alkaline mucus, experi- 
ments were carried out to determine if these glands 
are an important factor in the intrinsic resistance of 
the duodenum. 

It is significant in interpreting the results of this ex- 
periment to realize that the dog has Brunner’s glands 
only in the first one or two centimeters of the duode- 
num. The pig, however, has a generous supply of 
Brunner’s glands from the pylorus to the ampulla of 
Vater, and a less dense supply from this point on to 
the ligament of Treitz, a distribution similar to that in 
the human. Therefore, the pig is a better animal for 
this experiment. 
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In 6 pigs and 9 dogs, the abdomen was opened 
under general anesthesia, the biliary and pancreatic 
ducts interrupted, and the pylorus, duodenum, and 
proximal jejunum opened. An acid-pepsin solution 
was then dripped onto the exposed mucosa, with time 
and quantity carefully controlled. In all 6 pigs, a pro- 
fuse alkaline mucus, almost certainly from Brunner’s 
glands, appeared to be the main factor in offering a 
striking protection from the digestive action of the 
solution. In the same animals, the jejunal mucosa 
blanched rapidly after the first contact and soon be- 
came charred and hemorrhagic. 

Results in the dog were far less striking. Mucosal 
blanching appeared promptly in the jejunum, being 
delayed 5 to 10 minutes in the first few centimeters of 
the duodenum. This was mainly attributed to the fact 
that in the dog the gastric antral mucosa extends 1.5 
to 2.5 centimeters beyond the pylorus. However, in 
one dog the Brunner’s glands distal to that point ap- 
peared to offer some protection from the acid-peptic 
drip. 

On the basis of the comparative distribution of 
Brunner’s glands in man, pig, and dog, and a compar- 
ison of the resistance to acid-peptic solution in the 
duodenum and jejunum of the experimental animals, 
it appears likely that Brunner’s glands are an impor- 
tant factor in the intrinsic resistance of the duodenum 
in the human being. This evidence supports the 
superiority of a Billroth I over a Billroth II type of 
anastomosis following gastric resection. 

—Stanley W. Tuell, M.D. 


Acute Obstruction of the Colon. J. A. CAMPBELL, A. A. 
Gunn, and I. F. McLaren. 7. R. Coll. Surgeons Edin- 
burgh, 1956, 1: 231. 


ON THE sIx surgical services of the Royal Infirmary of 
Edinburgh in the past 3 years, there has been a yearly 
average of 32 cases of acute obstruction of the colon 
among 7,000 admissions. Thus, in a lifetime, few sur- 
geons gain any great experience in its management. 
In the present study the authors discuss 306 cases of 
acute obstruction of the colon, where the cause was 
ascertained in each case. 

In 250 cases (81.8 per cent), carcinoma was the 
obstructing agent. Making up the minor causes of 
obstruction were: volvulus in 34, diverticulitis in 13, 
adhesions in 7, and intussusception in 2 instances. 

Where the obstruction was in the right colon, 3 
cases were treated by immediate hemicolectomy and 
all of these patients survived. In most of them an im- 
mediate ileotransverse colostomy was done and the 
growth was resected at a later date. The authors stress 
the need for complementary cecostomy in these cases 
to prevent a closed loop obstruction. In this respect, it 
is believed that if a surgeon hesitates over a decision to 
resect or to just decompress the bowel, he has thereby 
settled the question by his hesitation; he should de- 
compress the bowel and resect the growth at a later 
time. 

In obstruction of the transverse colon, the treatment 
of choice rests between a Paul-Mikulicz resection or 
an ileotransverse colostomy. The former should be 
carried out only if there is a long mesocolon and the 
tumor lifts out easily, as otherwise the operation will 
be difficult and the risk unjustifiable. Although the 
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mortality following cecostomy alone was very high in 
this series, it is to be understood that some of these 
patients were in a moribund state and this operation 
was the only possible decompressive procedure that 
could be entertained. 

In dealing with lesions of the left half of the colon, 
the method of choice was either simple transverse 
colostomy or a Paul-Mikulicz resection. 

In dealing with volvulus, simple reduction was fol- 
lowed by a mortality rate of 18.8 per cent compared 
with 35.7 per cent where resection was carried out. 
Inasmuch as other authors have reported a 30 per cent 
recurrence of volvulus following simple reduction, it is 
believed that a later resection at an elective time 
should be performed. 

In discussing the controversy over transverse colos- 
tomy versus cecostomy in cases of acute left colon ob- 
struction, the authors stress the fact that a cecostomy 
is an easier procedure, often being possible under local 
anesthesia, and often obviates a further reconstituting 
operation. They do not mention any difficulties with 
improper or incomplete decompression of the colon by 
means of cecostomy, nor do they give details as to the 
size of tube used or the method of cecostomy. When 
they mention the possibility of spontaneous closure of 
the cecostomy, however, it is assumed by this reviewer 
that a tube cecostomy is referred to rather than an ex- 
teriorizing cecostomy as proposed by some authorities. 

— Matthew H. Evoy, M.D. 


Sigmoid Diverticulitis; Its Surgical Management; 
Report of 23 Cases (Les sigmoidites diverticulaires; 
leur traitement chirurgical; a propos de 23 cas). J. 
Lepére, Rev. chir., Par., 1955, 74: 276. 


THE AUTHOR, from the Surgical Clinic of Cochin, re- 
views in detail the subject of sigmoid diverticulitis, 
discussing the methods of diagnosis, the various types 
of the condition and the forms of treatment on the basis 
of his 23 cases. 

Diverticula of the colon were first described in 1770 
by Morgagni who found this lesion in a cadaver. This 
affliction has an incidence ranging from 5 to 10 per 
cent in individuals more than 40 years of age, is mostly 
an acquired disease, and has a familial and racial tend- 
ency. The diverticula are mostly the effect of irregular 
spasm on a weakened muscular wall which forces the 
mucosa through the hernia. Clinical diverticulitis is 
manifested in about 15 per cent of the patients with 
diverticulosis and begins with an inflammatory response 
to a trapped fecolith. The reaction may spread to the 
peritoneum, or the acute episode may subside or be- 
come subacute or chronic. The bacteria are hetero- 
genous: coliform bacilli, enterococci, staphylococci, 
streptococci, and spore-bearing bacilli. The diverticula 
are frequently multiple, most commonly found in the 
sigmoid, but they may involve the entire large bowel, 
and when they are symptomatic those located in the 
sigmoid are involved essentially. They are usually lo- 
cated in the gaps of the musculature through which the 
blood vessels enter, either at the line of attachment of 
the mesocolon to the bowel wall or between the meso- 
colic attachment and the lateral taeniae coli. The 
colic diverticula may be associated with other diverti- 
cula in the duodenum, esophagus, jejunoileum, stom- 
ach, bladder, or diaphragmatic hernia. One of the 
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author’s patients had a colic diverticulum co-existing 
with a common mesentery. 

Symptoms take on many forms: mild pain with al- 
ternating diarrhea and constipation; the clinical pic- 
ture of appendicitis on the left side with or without 
signs of tumefaction, and/or abscess in the left iliac 
fossa, groin, or pelvis; bladder symptoms; bleeding 
from the bowel; or the chronic picture of cancer of the 
left colon. 

In the author’s 23 cases the diagnosis was estab- 
lished with a barium enema in 15, at operation in 7 
(5 with an acute surgical condition of the abdomen; 1 
during correction of a vesical fistula; and 1, at opera- 
tion for sigmoid carcinoma with diverticula), and at 
necropsy in 1. Barium study is the principal diagnostic 
aid; Lepére attaches little weight to sigmoidoscopy. 

Lepére classifies diverticulitis as follows: (A) infec- 
tious, (1) subacute or relapsing diverticulitis, (2) peri- 
tonitis, and (3) abscess; (B) tumefaction, with or with- 
out obstruction; (C) vesicosigmoidal fistulas; (D) hem- 
orrhagic variety; and (E) diverticulitis with cancer. 

Five of his cases were type Al. He states there are 
three stages of diverticulitis—the simple, acute, and 
catarrhal; the pyogenic; and the gangrenous. The 
acute inflammatory reaction frequently responds to 
antibiotic therapy and the lesion heals by fibrosis. The 
cycle of inflammation and repair by fibrosis is repeated 
with each recurrence. Pelvic or mediocecal acute ap- 
pendicitis may be diagnosed and a laparotomy per- 
formed; this is not a serious error since it establishes 
the true diagnosis. The first attacks are treated con- 
servatively with antibiotics, antispasmodics, and ice 
packs to the abdomen. If remission does not occur 
with conservative treatment, colostomy is indicated. 
After the symptoms subside, resection is done later. In 
the meantime carcinoma is excluded by barium study. 
Colectomy isindicated for subacute diverticulitis when: 
(1) response to medical treatment fails, (2) the disease 
is symptomatic in individuals under the age of 50, (3) 
carcinoma cannot be definitely excluded, (4) urinary 
symptoms suggest fistulization, and (5) when the hem- 
orrhagic form of disease is present. 

Five of the author’s 23 cases were type A2, 3 with 
roentgenologic evidence of pneumoperitoneum, and 1 
with diffuse peritonitis. Peritonitis follows either per- 
foration of the diverticula or gangrene of the sigmoid, 
the latter being the more dangerous (fatal in Lepére’s 
case in an 81 year old male). In acute perforation the 
signs and symptoms of peritonitis are classical, second- 
ary shock is not uncommon, and is inevitable unless 
vigorously treated. Peritonitis by diffusion is more 
subtle and the only signs may be those of distention 
and mild systemic reaction. Other causes of pneumo- 
peritoneum must be ruled out; often the true diagnosis 
is established by laparotomy. In the instance of a 
short, fixed sigmoid mesocolon, drainage and trans- 
verse colostomy are performed; if the sigmoid is mobile 
and the mesocolon long, the involved segment may be 
exteriorized. Segmental resection is usually done later, 
followed by a third stage operation for closure of the 
colostomy. When exteriorization has been performed 
it is converted to a Mikulicz-type of colostomy, fol- 
lowed later by resection. Emergency colectomy is re- 
served for the case of gangrenous sigmoid with a short, 
fixed mesocolon. 


Abscess is the most common (19 per cent) complica- 
tion of diverticulitis, and was present in 2 of Lepére’s 
cases; it does not differ from appendiceal abscess. It is 
most often located in the left iliac fossa. It may resolve, 
convert to scar, or be chronic; or it may escape to the 
rest of the peritoneal cavity. Retroperitoneal extension 
carries a grave prognosis. The physical signs vary with 
these forms of the disease. Perforating cancer is difficult 
torule out. Energetic antibiotic and supportive therapy 
is indicated. If localization is present the abscess is 
drained laterally and diversion colostomy is performed; 
colectomy is performed at a later date. 

Two of the author’s cases were type B (tumefaction) 
with subacute, cicatricial sigmoiditis and perisigmoidi- 
tis, and some degree of occlusive obstruction, fever, 
and rectal bleeding. Cancer must be considered, and 
barium enemas and sigmoidoscopy are helpful in ana- 
lyzing the signs and symptoms. Diversion colostomy 
and sigmoidal resection are performed. 

Fistulas (type C) may form and involve the skin, 
vagina, and bladder—involvement of the last is the 
most common. Lepere had 2 such cases. The signs and 
symptoms are urinary and sigmoidal. Ascending uri- 
nary infection is always a threat. Treatment includes 
preliminary colostomy and staged excision of the fis- 
tulas with closure of the vesical fistula and resection of 
the sigmoid. 

Four of the author’s 23 patients had the hemorrhagic 
form of the disease (type C), one with severe blood 
loss due to rupture of an abscess into the mesosigmoid. 
Cancer is difficult to rule out, and colectomy with re- 
section of the mesosigmoid is the treatment of choice. 

Follow-up studies conclusively establish the super- 
iority of sigmoidal resection for diverticulitis. The 
author concludes with a tribute to the excellent con- 
tributions of many American surgeons in this field. 

—Edwin 7. Pulaski, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


New Problems of Diagnosis, Antibiosis, and Distur- 
bances of Homeostasis in Surgical Biliary Tract 
Disease (Neuere Fragen der Diagnose, Antibiose und 
Milieuentgleisung bei chirurgischen Gallenwegser- 
krankungen). Hanns Bauer. Langenbecks Arch. u. Deut 
Rschr. Chir., 1955, 282: 779, 


PREVENTABLE ERRORS in the management of biliary 
tract disease arise from the fact that there is wide- 
spread ignorance of the facts that hepatic parenchy- 
mal damage may be the result of stones of long dura- 
tion, that stones may be “silent” in 35 to 50 per cent 
of the cases, and that severe liver damage may occur 
insidiously with little fever. An early diagnosis must 
be made in these cases, as the “‘postcholecystectomy 
syndrome” may result when a functionally important 
gallbladder has been removed and jaundice of long 
standing is the poorest possible preparation for 
surgery. Liver function tests are disappointing, and 
clinical judgment is all-important. 

In surgical management, intraoperative cholangio- 
graphy is preferable to waiting in the hope that if 
stones are left behind they will pass through. Reliance 
on antibiotics as a postoperative routine measure is 
not justified by results. Disasters are probably most 





often accountable to errors in managing the fluid and 
electrolyte balance. 

The author presents instances of pre-renal azote- 
mia, gives diagrams of the fluid-electrolyte composi- 
tion of intracellular and extracellular fluids and of in- 
testinal secretions, and reviews the results of salt and 
fluid increases and decreases in the extracellular com- 
partment in terms of the Darrow-Yannet concept of 
fluid shifts between compartments which occur to 
maintain osmotic equilibrium. 

The importance of physical examination is stressed: 
the signs of dehydration, the calf pain associated with 
cellular potassium loss and sodium increase, and the 
respiratory signs of alkalosis and acidosis. In a final 
paragraph the idea is advanced that in some in- 
stances serum nonprotein nitrogen elevation may be 
useful to the organism in maintaining over-all osinotic 
equilibrium. —George S. Richardson, M.D. 


Concerning Portal Hypertension and the Indications 
for Its arene Management (Ueber den Hoch- 
druck in Pfortadergebiet [portale Hypertension] und 
die Indikation zu seiner chirurgischen Behandlung). 
H. Karx. Langenbecks Arch. u. Deut. <schr. Chir., 1955, 
282: 693. 


PoRTAL HYPERTENSION results from blockage at 3 sites: 
(1) posthepatic blockage due to idiopathic thrombosis 
of the small branches of the hepatic veins (Chiari’s 
disease), to inflammation in the neighboring pleura or 
pericardium followed by scar, or to tumor (liver me- 
tastases, lymphoma, hypernephroma); (2) intrahepatic 
blockage due to hepatic fibrosis with narrowing of ves- 
sels in the liver most often from cirrhosis but some- 
times from a scarred liver following acute yellow atro- 
phy (potato liver); and (3) prehepatic blockage due to 
portal vein thrombosis commonly from propagation of 
a thrombus following infection of the navel after birth. 

The clinical manifestations are esophageal varices, 
and splenic enlargement commonly accompanied by 
hypersplenism (Banti’ssyndrome of thrombocytopenia, 
leukopenia, secondary anemia, and ascites). The au- 
thor records 104 cases of portal hypertension at his 
clinic in Kassel, with posthepatic block in 3 (2.9 per 
cent), prehepatic block in 1 (0.96 per cent), and intra- 
hepatic block in 100 (96.1 per cent). Of the latter, 80 
were due to cirrhosis, 7 to postnecrotic scarred liver 
(potato liver), and 13 to a mixture between the two; 
while 33 per cent had esophageal varices, 83 per cent 
had splenic enlargement, and 36 per cent had ascites. 

The authors practice a thorough work-up, which in- 
cludes laparoscopy and needle biopsy of the liver. In 
prehepatic block the spleen is small, the liver is nor- 
mal in size, and liver function tests are normal. In in- 
trahepatic block the spleen is large (in cirrhosis it is 
hard), the liver has the gross appearance of cirrhosis 
or potato liver, and in cirrhosis the liver function tests 
are impaired. In prehepatic block the spleen is large 
and soft; the liver is large, smooth, and engorged; and 
liver function tests are normal. 

Medical therapy can markedly benefit cirrhosis even 
with ascites, but it has nothing to offer for portal hy- 
pertension. The frequency of hemorrhage in untreated 
cases is variously estimated from 15 to 49 per cent, but 
is probably closer to the former, while the chance of 
death due to a second hemorrhage is said to be about 
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25 per cent in 2 years. Operative mortality, from 4 to 
6 per cent with good liver function and from 18 to 22 
per cent with poor function, is proportional to the 
liver damage displayed by function tests. Operative 
treatment thus should be confined to patients who 
have bled and whose liver function is not prohibitively 
bad, and to patients with outspoken hypersplenism 
who should be splenectomized. Splenectomy alone 
will help the hypertension since 45 per cent of the 
portal flow comes from the spleen. In the presence of 
adequate liver function, a shunt should be carried out. 
—George S. Richardson, M.D. 


Solitary Cysts of the Liver with Segmental Abnormal 
Embryona! Development (Sulle cisti solitarie del 
fegato come lesioni disontogenetiche segmentarie). AL- 
BERTO PRETE. Gior. ital. chir., 1955, 11: 1241. 


THE AUTHOR has made a pathologicohistological study 
of solitary cysts of the liver and found that they are ab- 
normal embryonal developments due to either zonal 
or segmental malformations. 

The lesion is rare. Fittipaldi and De Chiara col- 
lected 126 cases in 1935, and to date 21 cases have been 
added. The disease occurs more frequently in women 
in the ratio of 4 to 3, and two-thirds of the cysts occur 
in the right lobe of the liver. Age is not a factor, for the 
lesion is congenital and can occur at any time, before 
birth, in infants and in adults of advanced age. 

The author reviews the cases of solitary cyst of the 
liver and gives their classification according to various 
authors. He emphasizes the work of Ackmann and 
Rhea, who have reported many cases of degeneration 
of the cysts of the liver and kidneys, and state that to- 
day the lesions are known as multiple cysts due to em- 
bryonal development of the liver, (polycystic liver) 
and are believed to be retention cysts of the biliary 
ducts. Bormann states that they should be considered 
embryonal malformations, like the multiple cysts of the 
polycystic liver. Robbert E. Murhar et al. consider the 
cysts to be due to defects in the solid matrix. Bormann 
states that a disturbance of the equilibrium between 
the epithelium and the connective tissue is the cause of 
the cysts. Kampmeyer, McKenna, Norris, and Tyson 
believe that the cysts are due to disturbances in the ab- 
sorption of primary biliary tubules. 

A case report is given, in which the patient had 
symptoms of ulcer and x-ray evidence of duodenal ul- 
cer. At operation a large cystic mass, the size of a ten- 
nis ball was found in the left lobe of the liver on its 
inferior surface. This mass was enucleated and a patho- 
logical diagnosis of abnormal embryonal development 
was made. The cysts are found at operation and many 
times are not diagnosed preoperatively for they may be 
small, or situated at areas where symptoms are nil. 
They are diagnosed preoperatively at times when 
there is hemorrhage within the cyst, inflammatory re- 
action, or perforation of the cyst; also when the cyst is 
pedunculated, when it may become twisted or affect the 
neighboring organs. © —Francesco Mogavero, M.D. 


Postcholecystectomy Dyskinesia; with Pancreatitis, 
Sphincteritis, and Choledocholithiasis as Causes. 
WattmMan Watters. 7. Am. M. Ass., 1956, 160: 425. 


Recurrinc ATTAcKs of upper abdominal pain after 
cholecystectomy may be caused by many conditions. 
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Even after carefully elicited history, physical exami- 
nation, and judicious use of laboratory-procedures, in- 
cluding x-ray examinations after injection of sodium 
iodipamide (cholografin), it still may be difficult to 
localize the lesion definitely to the biliary tract, and 
abdominal exploration will be required. This should 
involve exploration not merely of the interior of the 
common and hepatic ducts but of the pancreas, duode- 
num, and the sphincter of Oddi, as well as the gastro- 
intestinal tract and retroperitoneal region. 

Jaundice accompanying attacks of pain simplifies the 
problem, because it localizes the lesion to the liver, 
biliary passages, and pancreatic areas. The patient 
who does not have jaundice and does not have a stone 
or stones in the common or hepatic duct when the 
duct is opened and explored presents a particularly 
difficult diagnostic problem. It is difficult to deter- 
mine whether there is dysfunction of the sphincter of 
Oddi with or without pancreatitis, whether there is 
cholangiitis or pancreatitis alone, and what the recip- 
rocal relation is, if any, between the two. In these 
cases, sphincterotomy or choledochoduodenostomy, or 
both, have been performed with varying degrees of 
success. In some cases, a single one of these operative 
procedures has been successful. In other cases, neither 
procedure, performed at separate operations or at the 
same operation, has been completely successful. Al- 
though in some cases complete relief has been obtain- 
ed, in many cases the relief has been partial, consist- 
ing of less pain and less frequency. The decision as to 
which procedure to perform, in the author’s opinion, 
rests on whether there is enlargement of the head of the 
pancreas from inflammation, narrowing of the pan- 
creatic portion of the common bile duct with biliary 
stasis, or dilatation of the common duct. 

In cases of recurrent pain after cholecystectomy, for 
many years he performed external drainage of the 
common duct with the T tube kept in for a prolonged 
period. In recent years, he has used more internal 
drainage by anastomosing an opening in the common 
duct to an opening in the duodenum. When the 
common duct is small and there is unceriainty as to 
whether the lesion is pancreatitis or dysfunction of the 
sphincter of Oddi, transduodenal sphincterotomy has 
been performed. In these cases, every effort has been 
made to find the opening of the main pancreatic duct 
in the ampulla. In some cases, it has been found and 
catheterized; in some, narrowing could be noted in 
the part of the duct not too far distant from its open- 
ing in the ampulla; in others there has been no ap- 
parent obstruction. Kleitsch demonstrated in 10 per 
cent of cases that the main pancreatic duct does not 
enter the ampulla but has a separate opening in the 
posterior wall of the duodenum proximal to the papilla 
of Vater, and in 60 per cent of cases that the accessory 
pancreatic duct effectively draining the pancreas has 
a separate opening in the duodenum. In some cases in 
which prolonged T-tube drainage, choledochoduode- 


nostomy, and sphincterotomy have not relieved the 
patient’s pain, benefit has been obtained by splanch. 
nic nerve blocks with alcohol or by splanchnicectomy, 
and, in one case, the attacks of pain were so severe 
that cervical chordotomy was done with complete 
relief. 

The most important deduction to be made, as said 
before, is that abdominal exploration frequently is 
necessary to determine the presence of a lesion in the 
biliary tract subsequent to cholecystectomy, and this 
in spite of a carefully taken history and laboratory 
and x-ray studies. Although relief of increased pres- 
sure in the bile ducts and the associated biliary and 
pancreatic infection—by prolonged drainage of bile 
from the common duct through external drainage with 
a T tube or by internal drainage through choledo- 
choduodenostomy or choledochoenterostomy or by 
sphincterotomy—may stop attacks of pain in most pa- 
tients with these conditions, some patients will not 
obtain relief. Until the underlying cause of pain is 
ascertained in these exceptional cases, a neurological 
approach, removing the splanchnic nerve component 
by alcohol injection or even by chordotomy, may be 
necessary as a temporary and possibly a permanent 
solution. 


MISCELLANEOUS 


X-Ray Protection in the Operating Room (Schutz vor 
Roentgenstrahlen im Operationssaal). G. Kiintscuer. 
Chirurg, 1956, 27: 99. 


THE INTRODUCTION of certain measures may offer 
considerably increased protection against x-ray haz- 
ards in the operating room. Thus, increasing the re- 
lease cable to 10 meters would allow the personnel to 
leave the operating room at the moment of exposure 
and obviate the danger of primary or secondary radia- 
tion. No special equipment is necessary as sterile 
dressings may keep a foot in position on the table. 
Sand sacks wrapped in sterile towels may serve a sim- 
ilar purpose. The casette may be mounted on a special 
holder and moved into any desired position. 

When fluoroscopy must be undertaken only the as- 
sistant and the anesthetist, shielded by lead aprons 
and lead gloves, should remain with the patient. The 
time should be kept to a minimum. In searching for 
foreign bodies previous localization on film is advisable. 
Long-handled forceps should be used and unshielded 
hands must be kept away from the central ray. 

For the reduction of fractures the author has sug- 
gested equipment for every conceivable situation in- 
cluding “‘closed”’ nailing of pseudarthrosis. Generally, 
special equipment is not necessary. Fluoroscopy must 
be undertaken in spurts, not exceeding one second 
duration each, which usually suffices for determination 
of the position of the fragments. Muscle relaxants and 
check-up films at the end of the operation contribute 
to good end results. — Sidney Smedresman, M.D. 





GYNECOLOGY 


ADNEXAL AND PERIUTERINE CONDITIONS 


The Problem of Ovarian Aplasia (Zur Frage der Ovar- 
ialaplasie). H. GRABER and K. H. Tote. Geburtsh. & 
Frauenh., 1956, 16: 147. 


THE SO-CALLED TURNER SYNDROME (infantilism, con- 
genital webbed neck, and cubitus valgus, 1938) has 
rarely been discussed in Germany, and the authors 
give a short review of the problem. The pathologic 
basis for ovarian aplasia seems to be a failure of germ 
cell migration into the gonadal area during the early 
embryonal phase, even though the gonadal anlage is 
typical if hypoplastic. It is believed that after the 
cessation of maternal hormone supply the genital 
organ persists in a fetal stage of development. It is 
difficult to explain dwarfism and osteoporosis in these 
cases. 

The case of a 42 year old female is reported, who 
had died of a cerebrovascular accident. She had been 
physically and mentally retarded, dull without energy, 
and had never menstruated. She was 56 inches tall, 
of normal proportions, and had a female appearance 
with some virilizing features: absence of breast tissue, 
scanty pubic hair, and a moustache. The uterus re- 
sembled that of a newborn in size, no ovaries were 
grossly recognizable, and the vagina had the caliber 
of a pencil. Microscopically, no dystopic ovaries were 
found; an ovarian rest structure posteriorly to the 
tubes measured 1 by 1.5 by 0.6 mm. and contained a 
shallow epithelium. There were no follicles or corpora 
lutea, but hyperplasia of the hilum cells was noted. 
The epoophoron was markedly developed and re- 
sembled a rudimentary epididymis. Multiple large 
eosinophils in the anterior pituitary lobe were at- 
tributed to the compensatory hyperactivity of the 
hypophysis. The adrenocortical cells showed an in- 
creased volume and a shift in the nucleoplasmatic re- 
lation. There were no other congenital malformations 
and no osteoporosis. 

The authors believe that hilum cell hyperplasia has 
not been described in this syndrome previously, and 
postulate that these cells might be identical with the 
“clear cells’ in the tubal and uterine mucosa de- 
scribed elsewhere. Since hilum cell hyperplasia is also, 
though to a lesser degree, found at the time of puberty, 
pregnancy, and menopause, the authors believe that 
it constitutes a compensatory mechanism for the rela- 
tive or absolute deficiency of follicle hormone in all of 
these conditions. —W. D. Bergman, M.D. 


Ovarian Cancers; Clinicopathologic Facts (Canceres 
ovaricos; hechos anatomoclinicos). CONRADO ZUCKER- 
MANN. Obst. gin. lat. amer., 1955, 13: 486. 


THE AUTHOR presents his experience with 51 ovarian 
cancers found among 293 ovarian neoplasms studied 
over a 12 year period. Forty-six were primary and 5 
were secondary cancers. Thirty-one tumors were pri- 
marily solid and 18 were mostly cystic. Three of the 
51 cancers were solid functioning granulosa cell tu- 
mors. The 5 secondary tumors were solid. Of the 18 


cystic tumors 11 were serous and 7 were of the mu- 
cinous type. 

Among the 25 solid tumors, 22 were epithelial, 1 
was a fibroblastoma, 1 a disgerminoma, and 1 an 
embrioblastoma. Of the 22 epithelial tumors 18 showed 
glandular formations, 3 were of a very irregular type, 
and 1 was a pavement epithelial tumor. 

The distribution according to age was as follows: 30 
patients were between the ages of 50 and 69 years, 15 
between 20 and 49 years, and 1 was between 70 and 
79 years. Thirty-four women were in the postmeno- 
pausal period and 12 were in normal active sexual 
life. 

In 44 patients a suprapubic laparotomy was per- 
formed. In 2 the diagnosis was established by study 
of the axillary or inguinal lymph nodes. X-ray treat- 
ment was given in these instances. 

Of the 44 patients explored, 28 had a radical and 
complete extirpation. In 12 the resection was in- 
complete, and in 4 only a biopsy was done. 

Immediate postoperative x-ray treatment was given 
to 15 patients and 6 more were given x-ray treatment 
after recurrence years after the operation. 

In 13 cases ascites was found; it was serous in 5, 
serohemorrhagic in 7, and hemorrhagic in 1 case. 

Twenty-two of the 46 patients operated upon have 
died (50 per cent), 16 are still alive, and the post- 
operative course in 8 patients is unknown. Fifteen of 
the 28 patients in which complete resection was done 
are alive and 9 have had a recurrence. Of the 18 
patients operated late in the course of the disease, 
only 1 is alive; partial resection and postoperative 
x-ray therapy was done in this case. 

Preoperative diagnosis of ovarian cancer was made 
in 12 cases, of ovarian tumor in 23, and of an ab- 
dominopelvic mass in 4 cases. In 2 cases the diagnosis 
was made as an incidental finding at operation for 
other reasons. 

The most important findings in the clinical picture 
are: the presence of a mass in one or both sides of the 
uterus, menstrual disorders, bleeding, abdominal 
masses, ascites, pleural effusion, and loss of weight. 

Pelvic examination at least once a year is advised 
to permit early diagnosis of ovarian cancer. If pelvic 
masses are found surgical exploration should be done. 

During surgery all cystic tumors, with vegetations, 
not well demarcated, with invasion or disruption of 
the capsule, and with or without ascites should be 
considered malignant. Solid, irregular vegetating or 
free ovarian tumors, without adhesions, should be 
considered malignant. 

Frank malignancy and suspected malignancy should 
be treated by bilateral resection of the adnexa and 
total hysterectomy. Partial or complete resection of 
various organs may be indicated (bladder, sigmoid, 
rectum, great omentum); occasionally radical lymph- 
adenectomy should be done. 

All the macroscopically affected tissue shoud be re- 
sected, and in cases in which it is impossible to make a 
radical resection, all the large tumor masses should be 
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resected, because x-ray therapy is more effective when 
the major masses are removed. 

The author does not use postoperative x-ray therapy 
following complete resection unless the tumor has a 
high degree of malignancy or is a dysgerminoma. In- 
complete or partial resection should be followed by 
x-ray therapy. 

Four stages in the evolution of ovarian cancer are 
considered: (1) cancer in 1 ovary, (2) resectable 
cancer in both ovaries and surrounding areas, (3) 
partially resectable ovarian and abdominopelvic can- 
cer, and (4) ovarian and abdominopelvic cancer with 
distant metastases. 

Due to the difficulties in the microscopic diagnosis 
the author prefers to follow macroscopic rather than 
microscopic criteria during the operation. 

— José L. Bravo, M.D. 


Krukenberg Tumor (La tumeur de Krukenberg). L. 
Bernier and J. L. BoNENFANT. Gyn. obst., Par., 1955, 
54: 615. 


AN OVARIAN TUMOR which was described by Kruken- 
berg in 1896, and by Schlagenhaufer in 1902 is now 
well known as the Krukenberg tumor. With a few ex- 
ceptions, it has been found bilaterally. Only in aged 
patients has a unilateral mass been found, and for this 
reason a possible endocrine factor was thought to be 
the responsible agent. At present, however, it is a 
well accepted fact that the tumor is metastatic, al- 
though sometimes quite large, which developed from 
a primary lesion either gastric, vesicular, or colic in 
origin. A meticulous microscopic examination of the 
digestive tract is necessary to reveal the original 
lesion. On rare occasions, a primary Krukenberg 
tumor may be found, when a long survival may be ex- 
pected after extirpation of the tumor. 

In the 18 tumors presented by the authors, 10 were 
primary gastric, 5 were “suspicious”, 2 were unrecog- 
nized, and 1 wasa tumor located in the transverse colon. 
Six of the gastric tumors were linitis plastica, but the 
4 others could not be classified. The tumor occurred 
most frequently between the ages of 30 and 40, the 
average age being 44. A few cases during adolescence 
were reported. The ovarian metastases seemed to 
occur mainly while the ovaries were still functioning. 
Seventy-seven other cases of gastric epithelioma with- 
out ovarian metastases cccurred at the average age of 
60 years. Pregnancy or the marital status does not 
seem to influence the disease, although some authors 
believe that the ovarian tissue during pregnancy is an 
excellent medium for neoplastic cells. The prognosis 
of the disease is rather discouraging. An average sur- 
vival of 3.61 to 5.5 months has been reported by dif- 
ferent authors. Both ovaries are generally globulous or 
ovoid in appearance and have a smooth surface with- 
out adhesions. The mass is rather firm and, on slicing, 
a viscus or gelatinous surface is apparent. The size 
varies from a few centimeters to that of a fetal head. 
Irregularities and adhesions may be present when 
there are peritoneal metastases. A large amount of 
fibroblastic trauma and many epitheliomatous acido- 
philic cells with a mucicarminophilic vacuole decen- 
tralizing the nucleus are present. Very often ascitis, 
sometimes sanguineous, is found. Many theses as to 
the transmission of the neoplastic cells have been 


presented. Continuity seemed only to be acceptable 
when a rectosigmoid lesion was the primary cause, or 
in cases with ascitis. More favorable to acceptance is 
the lymphatic and blood stream theory. Of the two, 
the lymphatic theory seems to be the most popular 
among histophathologists. Tissue growth tests per- 
formed by Bauer and others have proved that the 
ovarian tissue is a growth medium. The patient usual- 
ly sees the doctor because of pelvic pain, while the 
loss of appetite and weight, nausea, and other symp- 
toms have become secondary. The treatment is still 
total extirpation of the gonades, with no change, how- 
ever, in the evolution of the disease. The authors be- 
lieve that the name “‘syndrome of Krukenberg” is a 
more appropriate term than Krukenberg tumor. 
—Robert O. Verheecke, M.D. 


EXTERNAL GENITALIA 


Primary Cancer of the Vulva at the Institute of Gyne- 
cology of the University of Brazil (O carcinoma 
primitivo da vulva no instituto de Ginecologia da Uni- 
versidade do Brasil). Atrpio Aucusto and L, R1Berro 
SANCHES. Arq. clin. gin., 1954, 7: 23. 


Twenty CAsEs of primary cancer of the vulva, culled 
from the files of the gynecological clinic of the Univer- 
sity of Brazil were reported to the sixth International 
Congress on Cancer, at Sad Paulo, Brazil in July of 
1954. The average age of the patients was 49.7 years, 
the youngest being 28 years. No marked difference as 
regards race or color was noted. Four of the patients 
were nulliparas (20 per cent). On the whole, the 
condition exhibited no evident relationship to parity. 

In the matter of causal factors it was found that in the 
15 women with vulval cancer whose cases were well 
documented with reference to anamnestic findings, 
the neoplasm was preceded by various types of vulvar 
lesions. For example, lymphogranulomatosis was 
present antecedently in 3 instances, infiltrative rec- 
titis with stenosis in 1 case, esthiomene in 2 cases, 
and gonorrhea and syphilis were encountered in the 
anamnesis of 1 case. In another case the patient had 
undergone incision of the vulva for the purpose of 
drainage of a pseudocyst of the Bartholin gland (?) 
following the development of the carcinomatous 
process a year previously. There had been an electro- 
coagulation of the acuminate condylomata in 1 pa- 
tient 10 years previous to development of the cancer, 
in 1 case with local treatment of unidentified vulvar 
ulceration, 1 case with previous vulvar leucoplasia, 
and 1 instance in which the patient had undergone 
electrocoagulation of a benign tumor of the urethra. 
These findings, on the whole, confirm the impression 
that the prophylactic measures against cancer of the 
vulva should go much beyond the mere surgical 
treatment of leucoplasia and should include the sur- 
gical treatment of all the chronic lesions of the vulva, a 
treatment which should be as radical as possible and 
succeeded by long periods of control. 

The two types of vulvar cancer encountered in this 
material were the adenocarcinoma and the epider- 
moid carcinoma. The epidermoid type was then 
classified in accordance with the predominance of the 
various epithelial elements into the cirrhous, medullar, 
and cancroid carcinoma, and in accordance with the 








degree 
immat 
gardec 
gland 
latter 
the pr 
disease 
Am 
tion Cc 
localiz 
minor: 
cinom 
mainil 
As t 
tous le 
(circu: 
tion of 
uninvé 
to the 
proces 
mobil 
cent; 
still n 
cent, 
involv 
round 
Fift 
gicall; 
tomy 
operat 
which 
evacu 
There 
due to 
embol 
tients 
one w 
vulvec 
tasis. 
theray 
only 1 
were § 
The 
terver 


MISC 


Impla 
Pig 
imp 
nést 
J. / 
329 

Four’ 

The s 

these 

After 

nosis 

amin< 
gland 
micro 
organ 
scrap' 

Thi 
and ; 



















































degree of maturity into mature, demimature, and 
immature cancers. The adenocarcinomas were re- 
garded as having originated either from the Bartholin 
gland or from residua of the canals of Gaertner, the 
latter being of frequent occurrence in infancy and in 
the prepuberal period. Carcinoma in situ (Bowens 
disease) of the vulva was excluded from this study. 

Among 16 instances in which the original localiza- 
tion could be determined, there were 10 cases with 
localization on the labia (labia majora in 7, labia 
minora in 3), and 4 interlabial (labial sulcus) car- 
cinomas. It is probably to be assumed that in the re- 
maining 2 instances the localization was multiple. 

As to the degree of development of the carcinoma- 
tous lesion in this material, it was found to be grade 1 
(circumscribed vulvar lesion with superficial ulcera- 
tion of a diameter of less than 2 cm.; regional glands 
uninvolved) in 8 per cent; grade 2 (cancer still limited 
to the vulva with accentuation of local destructive 
processes, or with vegetative proliferation, but still 
mobile and still with uninvolved glands) in 14 per 
cent; grade 3 (regional lymph glands involved, but 
still movable and accessible to excision) in 50 per 
cent, and grade 4 (extension to perineum, rectum, 
involved lymph nodes, firmly adherent to the sur- 
rounding tissues, viz., irremovable) in 28 per cent. 

Fifty per cent of the patients (10) were treated sur- 
gically. The surgery consisted of the enlarged vulvec- 
tomy of Basset-Taussig in 9 instances, with post- 
operative roentgen therapy. There was 1 instance in 
which the enlarged vulvectomy followed by the pelvic 
evacuation en bloc of Brunschwig was carried out. 
There were 2 (20 per cent) operative mortalities; 1 
due to the anesthetic death and the other to pulmonary 
embolism. There were 3 recurrences among the pa- 
tients operated upon, within a year’s time. There was 
one who was followed up for 9 years after the total 
vulvectomy without evidence of recurrence or metas- 
tasis. In 3 instances (15 per cent) only roentgen- 
therapy was given and in 4 instances (20 per cent) 
only radium treatment. Three patients (15 per cent) 
were given only palliative medical treatment. 

The total mortality following the first surgical in- 
tervention was 25 per cent (5 cases). 

— John W. Brennan, M.D. 


MISCELLANEOUS 


Implantation of the Endometrium into the Guinea 
Pig for the Diagnosis of Genital Tuberculosis (El 
implanto del endometrio en el cobayo para el diag- 
néstico de la tuberculosis genital), R. Fuster and 
J; A. QuERALT. Rev. espan. obst., Valencia, 1955, 14: 

9s 


FOURTEEN WOMEN were chosen for this investigation. 
The study consisted of implanting biopsy specimens of 
these patients into the thigh muscles of the guinea pig. 
After 8 weeks the animal was sacrificed and the diag- 
nosis confirmed or excluded by the macroscopic ex- 
amination of the animal’s organs (regional lymph 
glands, spleen, and perhaps the liver and lungs), by 
microscopic examination of stained sections of these 
organs, and—in a few instances—by the cultivation of 
scrapings from the organs on culture media. 

Three of these 14 women presented a clinical history 
and some findings at operation suggesting genital 
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tuberculosis. However, neither the histopathological 
study of the biopsy specimens of the premenstrual 
endometrial mucosa, nor the implantation experi- 
ments in the guinea pig produced evidence of tuber- 
culosis. Perhaps repetition of the tests at some other 
time might have given positive results. 

Eleven patients were diagnosed as having genital 
tuberculosis by means of histological examination of 
the endometrial scrapings, by means of the implanta- 
tions in the guinea pig, or by both methods simul- 
taneously. All of the patients who had previously been 
diagnosed histopathologically as having tuberculous 
endometritis were positive to the guinea pig test (100 
per cent confirmation). 

In 4 patients, despite the fact that their endometrial 
biopsy specimens were microscopically negative (only 
in 1 instance was there a suspicious looking localized 
lymphocytic infiltration, but no typical lesions), the 
guinea pig implantations gave a positive result. In 
these instances the implantation was more valuable 
than the anatomopathologic examination. 

In 4 instances the Koch bacillus was found on 
staining, either in the stained sections of the organs of 
the affected animal or in the smears obtained from the 
pulp of these organs. These specimens were chosen at 
random to test the efficacy of this method of investi- 
gation. In 1 of these cases, with negative endometrial 
and positive guinea pig results, the culture of the af- 
fected lymph nodes produced colonies sensitive to the 
Zieh] test for the tuberculous bacillus. 

Of the 11 patients in whom tuberculosis of the endo- 
metrium had been positively diagnosed, 7 received 
treatment with chemotherapy and antibiotics in vary- 
ing quantities, but always intense treatment with 
streptomycin. In all of these the histopathologic in- 
vestigation and the implantations proved negative. 

In 1 patient who had received treatment for tuber- 
culosis (endometrium with negative endometrial and 
positive guinea pig findings) a later operation dis- 
closed that the specific lesions were present in the 
tubes. In another patient, with tuberculous involve- 
ment of the mucosa of the cervical canal, the same 
thing happened. These findings show that the endo- 
metrium may harbor the bacillus but not be actually 
involved. 

The author concludes that the implantation of endo- 
metrial biopsies in the guinea pig should be considered 
a complementary diagnostic method for cases in which 
the presence of active genital tuberculosis is suspected. 

— John W. Brennan, M.D. 


The Clinical Diagnosis and Therapy of Endometrio- 
sis; Malignant Evolution of Endometriosis (La 
diagnosi clinica e la terapia della endometriosi; 
evoluzione maligna dell’endometriosi). RENzo Grat- 
TAROLA. Tumori, Milano, 1955, 41: 717. 


FoRTY-THREE CASES of endometriosis, diagnosed his- 
tologically from operatively removed tissue, have 
been studied. These patients were observed at the 
National Tumor Institute at Milan, Italy, in the 
period from 1950 to 1953, and represent 8.27 per 
cent of the patients operated upon (599 cases). The 
average age was 43 years. 

In 50 per cent of the patients the process of en- 
dometriosis was localized in the depths of the uterine 





musculature; in 41 per cent the process was localized 
in the ovary. Other locations were: the region of the 
mesovarium in 1 case, the depths of the musculature 
of the wall of the tube in 1 case, the pelvic lymph 
nodes in 3 cases, and the cul-de-sac of Douglas in 1 
case. 

Of the two main symptoms, viz., bleeding and 
pain, the former predominated in the adenomyoses 
within the uterine musculature (central endometri- 
osis), and the latter in the localizations outside of the 
uterus (external endometriosis). 

The author discusses at length the differences in 
clinical behavior in nulliparae patients (7 cases), in- 
cluding sterile married women (6 cases), and those 
patients who had already borne one (11 cases), two 
(11 cases), three or more children (8 cases), although 
these differences do not appear to contribute de- 
cisively to the most important problem in this dis- 
ease, i.e., the making of an early diagnosis. 

In the author’s opinion, the therapeutic test with 
androgens is of the greatest significance in diagnosis. 
Even in those instances in which the clinical diag- 
nosis seems fairly certain, it is best to withhold judg- 
ment until the results of this test are revealed. Treat- 
ment with hormones tends to exert a favorable effect 
—even though it be only temporary—upon the symp- 
toms, and frequently there is observed a disappear- 
ance or a reduction in size of the tumefactions. 

The preparation used on the author’s service is 
testosterone propionate in doses varying from 500 to 
15 milligrams. It is administered in doses of 100 
milligrams on alternate days for 10 days preceding 
the menstrual flow. The course of treatment is re- 
peated for 2 to 3 months, depending upon the re- 
sponse obtained. In a number of instances, elimina- 
tion of the 17-ketosteroids was noted during admin- 
istration of the androgens and it was observed that 
the 17-ketosteroids increased in quantity with the 
hormonal treatment during its early phases, and 
later sank to minimum values. 

The testosterone treatment will always be indi- 
cated in those conditions in which radical surgery 
would seem too great a risk, viz., rectovaginal, ure- 
terovaginal and vesicovaginal fistulas, involvement of 
the space of Douglas, and in the presence of lesions 
which do not permit of complete surgical removal. 

Even when hormonal treatment appears to fail, 
conservative surgery, particularly in the young wom- 
an, is always advisable. Even when there is com- 
plaint of infertility, either absolute or relative, there 
is always the possibility of gestation and aside from 
the question of fertility, it is desirable to preserve the 
activity of the ovary. Counseller (in Surg. Gyn. 
Obst., 1949, 89: 322), otherwise so radically in- 
clined, insists upon the advisability of leaving a cer- 
tain amount of ovarian tissue even in those instances 
where there remain residua of endometriosis in the 
cul-de-sac and in the intestine. For the same reasons, 
treatment by irradiation should be restricted to those 
cases presenting a grave operative risk. 

The patient with malignant degeneration of en- 
dometriosis was 58 years of age. The menopause at 
47 years of age was an artificial one (irradiation). 
Radium and roentgen irradiation had been applied 
to a mass of easily bleeding tissue (endometriosis) in 
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the posterior fornix of the vagina. Thereafter the pa- 
tient had remained in excellent health for 10 years; 
then the abdomen began to enlarge and febrile at- 
tacks appeared. The pyometra was drained, the ad- 
ministration of antibiotics brought the temperature 
down, and an exploratory laparotomy was carried 
out. Material procured from the abscess disclosed the 
condition to consist of chorionic tissue in the process 
of malignant degeneration. Even the stroma of this 
tissue disclosed a sarcomatous transformation. The 
patient was adjudged inoperable. 
— John W. Brennan, M.D. 


Considerations with Reference to Some Cases of 
Chorionepithelioma (Considerazioni su alcuni casi 
di corionepitelioma). Donato Pricione. Riv. ital, 
gin., 1955, 38: 411. 


THREE CASES of chorionepithelioma are reported. 
These cases were observed in the obstetrical depart- 
ment of the Civil Hospital at Alessandria, Italy. The 
first 2 were found in the records of the hospital; the 
third was of the author’s personal observation. 

The first patient was a 22-year-old country woman 
who had given birth to one normal child and one 
macerated fetus, both spontaneous deliveries. Follow- 
ing the second delivery there appeared and persisted 
a loss of blood. Later there were additional loss of 
weight, pains in the lumbar region, weakness, and 
anemia. Curettage confirmed the suspected diagnosis 
of chorionepithelioma. 

Total hysterectomy and removal of both tubes and 
ovaries, as well as of a small metastatic nodule in the 
vagina were carried out, and irradiation therapy to 
the vagina was started. The patient left the hospital 
on the twentieth day after the operation; the precau- 
tionary roentgenogram of the chest at this time dis- 
closed a mass, approximately 4 cm. in diameter, at 
the base of the right lung and resting on the dia- 
phragm. She returned to the out-patient department 
one month later with a complaint of cough and blood- 
tinged sputum. Irradiation of the chest was carried 
out. Two months after hysterectomy, the patient again 
appeared with metastasis to the vagina. A huge para- 
metrial mass had spread to the rectum, and the thora- 
cic mass was now 8 centimeters in diameter. Death 
occurred about a month later. 

The second patient was a 36-year-old housewife in 
whom sudden pain, with slight loss of blood devel- 
oped. Curettage disclosed the presence of numerous 
vesicles, from the size of a cherry to that of a pea 
(vesicular mole), and the histologic findings of chori- 
onepithelioma. A total hysterectomy with ablation of 
the adnexa was carried out and removal of a nodule 
in the upper portion of the vagina (metastasis). The 
Friedmann reaction remained positive for 8 months. 
The patient is at present in excellent health. 

The third case was that of a 24-year-old woman 
who had been married for 2 years and had had one 
pregnancy. The infant was delivered at term by for- 
ceps. The present illness began as a period of amenor- 
rhea. Two months later dyspepsia, anorexia, and 
morning vomiting appeared. Soon there developed 
dull pains in the lumbosacral region and a month 
later a moderate loss of blood occurred; later there 
were attacks of profuse bleeding. 
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At curettage a mass characteristic of vesicular mole 
was removed. Intense bleeding forced discontinuance 
of the curettage. The bleeding continued, and later 
curettage brought to light a material which histolog- 
ically contained tissue that was typical of malignant 
mole and which here and there had degenerated into 
chorionepithelioma. Cognizant of the work of Per- 
rault et al., (in Surg. Gyn. Obst., Internat. Abstr. Surg., 
1952, 94: 477) with an anterior hypophyseal inhibi- 
tor, paraoxypropiophenone, oral administration of 
this preparation was started. This treatment, with the 
aid of blood transfusions, brought the patient to a 
condition where she could be operated upon and a 
total hysterectomy with bilateral adnexectomy was 
carried out. The uterus was the size of a 4 months’ 
pregnancy, the ovaries were the size of oranges, trans- 
formed into a mass of cysts filled with a straw-colored 
fluid. After operation, treatment with paraoxypropio- 
phenone, combined with testosterone, was continued. 
The patient was discharged on the fifteenth postoper- 
ative day. A month later she returned and was found 
to be in optimal physical condition. The Friedmann 
reaction had become negative and the titre of urinary 
gonadotropin was practically normal. Ten months 
after operation the patient was in excellent health. 
The author emphasizes the importance of an early 
diagnosis. In the light of present experience treatment 
must consist of a radical hysteroadnexectomy. 
— John W. Brennan, M.D. 


Prophase Index in the Diagnosis of Gynecological 
Cancer. SAKARI TIMONEN. Ann. chir. gyn. fenn., 1955, 
44: 222. 


THE STUDY REPORTED in the present paper had its 
origin in the observation that the most constant dif- 
ference in cancer of the female genital tract as com- 
pared with the corresponding normal tissue is a change 
in the relative duration of the various mitotic phases. 

In biopsies taken from the cervix and corpus of the 
uterus and from the ovaries, the relative metaphase 
and prophase frequency was compared. The ratio of 
metaphase frequency to prophase frequency is referred 
to as the prophase index. This index is obtained by 
determining the numerical ratio of metaphases to pro- 
phases in a random sample of 100 cells in prophase 
and metaphase. The series consisted of 80 cases of car- 
cinoma, 43 cases of other pathologic conditions, and 
30 cases of normal tissues. 

It was found that the prophase index varied in non- 
cancerous tissue between 0.3 and 1.5, and in cancer 
tissue between 1.5 and 23. No marked threshold be- 
tween benign and malignant tissue was found in this 
respect. Therefore, and because no prophase index 
determination gives values of absolute significance, it 
is advisable to classify the prophase index values into 
three groups—low, moderately high, and high. The 
approximate borderlines between these groups are 1.5 
and 3.5. In diagnosis, values near 1.5 have, of course, 
little or no value. 

The prophase index values found in borderline cases 
(leukoplakia, carcinoma in situ, adenomatous hyper- 
plasia, adenoma malignum) were good indicators of 
the subsequent course of the disease. The prophase in- 
dex values found in noninvasive and invasive carci- 
noma did not differ significantly. 
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Both the histologic and cytomorphologic pattern 
were most atypical in the cases in which the prophase 
index values were highest. A correlation was estab- 
lished between the prophase index and the cytomor- 
phologic dedifferentiation. 

The author concludes that the determination of the 
prophase index may have diagnostic value in cases in 
which the histologic diagnosis is uncertain. 

—Ely Elliott Lazarus, M.D. 


Carcinoma of the Female Urethra (Carcinoma de la 
uretra femenina). José S. Dotta and Toms V. Det- 
porTE. Urologia, Treviso, 1955, 22: 505. 


Two cases of carcinoma of the female urethra are re- 
ported from the Italian Garibaldi Hospital in Rosario, 
Argentina. The first patient was an 80 year old widow 
who had undergone 10 normal deliveries and 1 spon- 
taneous abortion. For the past 3 months she had been 
suffering disturbances of micturition, progressive pol- 
lakiuria, dysuria, and a sensation of distention of the 
urinary bladder, but without hematuria, fever, or 
pains of the renal colic type. 

Gynecological examination disclosed a markedly 
infiltrated urethra and a reddened, easily bleeding 
urethral meatus. The cystoscope revealed an infiltra- 
tion of neoplastic type at the neck of the bladder and 
the extreme anterior portion of the trigone, spreading 
back toward the ureteral orifices but not involving 
them. 

Operation in this instance consisted of total urethrec- 
tomy with resection of asmall collar in the region of the 
vesical neck including the anterior wall of the vagina. 
Because of the age of the patient the construction of a 
urethra was not attempted. Thirty months after this 
operation there was no evidence of recurrence or me- 
tastasis and the patient was enjoying excellent health. 

The second patient was ‘a 57 year old widow, who 
had begun to experience dysuria and pollakiuria 4 
months previously, and 3 months previously suffered 
first hematuria and then complete urinary retention. 
Catheterization and dilatation with urethral sounds 
corrected the condition except for a mild urgency. 
The patient had had neither fever nor renal colic. 

The only disease uncovered was an infiltrative proc- 
ess which involved all of the urethra and part of the 
vagina, and extended into the neck of the bladder. 
Descending pyelography disclosed a moderate grade 
of hydronephrosis resulting from an obstruction at the 
right ureteral orifice. 

At operation the ureters were anastomosed to the 
sigmoid by the technique of Coffey and a total cystec- 
tomy was done with removal of the anterior wall of the 
vagina and the whole of the urethra except the meatus. 

Microscopic examination of the removed specimen 
showed the urethra infiltrated by a pavement-celled 
epithelioma, the process also infiltrating the wall of the 
urinary bladder deeply. 

Three months after operation the patient had gained 
weight and there was no evidence of recurrence or 
metastasis. Four months later the patient died of a 
cardiovascular accident. 

From their experience and from study of the litera- 
ture, the authors conclude that these tumors do not 
necessarily have a poor prognosis and can be success- 
fully treated. — John W. Brennan, M.D. 


































































OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Hyperandrogenism and Habitual Abortion (Hyper- 
androgénie et avortement habituel). F. RicHarp. 
Bull. Soc. Roy. belg. gyn. obst., 1955, 25: 439. 


A CASE OF HIRSUTISM treated with cortisone during a 
pregnancy resulting in a full term infant, after four 
previous miscarriages, is presented by the author. A 
complete examination revealed the following inter- 
esting data: the patient had a male type of pelvis, a 
diminished capillary resistance, thyroid hyperfunc- 
tion, and an increased output of 17-ketosteroid and 
11-hydroxycorticoids. She was given cortisone acetate 
(25 mgm. daily) during the course of her pregnancy 
and delivered a full term infant by cesarean section. 

Other workers have reported successful pregnancies 
following cortisone treatment of women with a history 
of habitual abortion and a high excretory level of 17- 
ketosteroids. While the use of cortisone in animals has 
caused fetal death and deformation, no adequate in- 
formation of a detrimental effect has been obtained 
regarding the human race. No appreciative decrease 
or aggravation of the toxic symptoms have been noted 
during the course of cortisone treatment of eclamptic 
or pre-eclamptic patients. 

The author recommends that an effort be made 
to determine the possible relationship between ha- 
bitual abortion and the level of the 17-ketosteroids, 
the therapeutic value of cortisone in these cases, and 
the fetal and maternal risk associated with such treat- 
ment. —Robert O. Verheecke, M.D. 


A New Procedure for Treatment of Eclampsia (Un 
nuevo exito en la terapéutica de la eclampsia). VIkTOR 
FINDERLE. Acta gyn. obst. hisp. lus., 1956, 5: 18. 


THE AUTHOR discusses some of the facts related to the 
prophylaxis, pathologic physiology, and treatment of 
eclampsia. 

He considers three important principles in the 
therapy of this condition: (1) the prevention of each 
new attack, putting the patient to sleep in order to 
avoid the development of new lesions and complica- 
tions; (2) the interruption of pregnancy if the condi- 
tion of the patient permits (episiotomy, cesarean 
operation, version and extraction, or forceps extraction 
should be used); and (3) supportive therapy to re-es- 
tablish the normal physiology of the different organs. 

The author’s own treatment consists in the use of 
sodium pentothal in varying doses. The following 
schedule is proposed: on admittance the patient should 
be isolated, from 0.4 to 0.6 c.c. of 10 per cent pento- 
thal solution are given intravenously, until the patient 
is sound asleep with muscular relaxation and a regular 
respiratory rate. Physical examination is done, urine is 
obtained for analysis, and from all of these data the 
condition of the pregnancy is evaluated. The patient is 
kept asleep with one gram of sodium pentothal in 500 
c.c. of saline solution or 5 per cent glucose solution 
given intravenously. The barbiturate has been ad- 
ministered for periods as long as 72 hours without 


damage to the baby and therefore it is possible not to 
interrupt the pregnancy in cases of premature babies, 

The main advantages of pentothal, according to the 
author’s opinion, are: its depressive effect on the hypo- 
thalamic centers and the oxidative reactions of the 
brain. It is more effective than kemithal. Its use is not 
dangerous and is not followed by excitation or vomit- 
ing. The only disadvantage would be the different 
sensitivities of different patients to the drug. 

In some cases the author advises bleeding of the pa- 
tient and replacing the blood with an equal amount 
of normal saline solution or of a 5 per cent solution of 
glucose. He advises the use of morphine only in hyper- 
tensive patients. Veratrum derivates should be used 
carefully when the pulse rate is below 60 per minute. 
Oxygen and respiratory analeptics (lobeline) should 
be used when indicated. 

The author has been using pentothal for the treat- 
ment of eclampsia since 1946. Sixty-three patients 
have been treated with no maternal mortality. In 
some cases the baby was dead when the patient en- 
tered the hospital. — Jose L. Bravo, M.D. 


Pheochromocytoma and Pregnancy; Report of a Case, 
HERMAN W. RanneE s. Obst. Gyn., 1956, 71: 335. 


One casE of pheochromocytoma complicating preg- 
nancy is presented, and the 8 other cases which have 
been reported in the literature to date are reviewed. 

Three cases in this series of 9 were fatal, a 27 per 
cent maternal mortality rate. In the 3 fatal cases, 
crises with severe shock occurred in the early post- 
partum period. The 9 patients who died had a total 
of 11 pregnancies with 5 fetal deaths, a fetal mortal- 
ity rate of 45 per cent. 

Diagnosis in the early postpartum period is ex- 
tremely difficult because of the often close resemblance 
of the complication to a fulminating pre-eclampsia- 
eclampsia. 

The so-called suprarenal sympathic syndrome may 
be altered almost beyond recognition because of an 
abnormally high concentration of norepinephrine in 
the tumor, thus overcoming the usually effective 
blocking action of epinephrine. 

Pyleogram, perirenal insufflation, and pharma- 
cologic tests are unsatisfactory due either to technical 
difficulty or to the inability to obtain basal conditions 
of the patient during crises. Pharmacologic proce- 
dures may also be induced. 

It appears, therefore, that the best single diagnostic 
aid in the early postpartum period is an unusually 
high index of suspicion for pheochromocytoma. 

—Charles Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


The Vacuum Extractor in Clinical Use (Der Vakuum- 
extraktor im praktisch-klinischen Gebrauch), K, Evel- 
BAUER, Geburtsh. & Frauenh., 1956, 16: 223. 


IN ORDER TO EXERT TRACTION on the fetal head one 
may use forceps, apply a clamp to the scalp, or utilize 
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a suction cup. The last mentioned method has been 
found to be of value in lesser degrees of pelvic con- 
traction and in secondary uterine inertia. Its advan- 
tages are: lack of compression of the fetal skull although 
the skull is somewhat elongated, less damage to the 
skull, no increase in the mass to pass through the pelvic 
cavity as with forceps, and no necessity for detailed 
examination, with less chance for infection. 

The results in 50 women delivered with the vacuum 
extractor are discussed. In 3 cases there was an afebrile 
mild postpartum endometritis and in one case an 
afebrile thrombophlebitis. All of the children had 
scalp edema at the site of the vacuum extractor. 

— Warren R. Lang, M.D. 


Delivery by Means of a Suction Cup (Ueber Ent- 
bindungen mit einer Saugglocke). E. Fauvet and R. 
ScHEELE. Geburtsh. @ Frauenh., 1956, 16: 231. 


THE AUTHORS briefly discuss the use of a bell-shaped 
cap applied to the fetal head and attached to suction. 
Delivery is accomplished either by manual traction or 
by a system of weights over a pulley arrangement. 
Damage to the child is minimal. There is edema and 
sometimes hematoma formation of the scalp, but this 
is quite temporary. The suction apparatus is indicated 
in large babies with a minor degree of disproportion, 
secondary uterine inertia, posterior positions, and in 
active rotation. 

Two case histories are appended, one of hydro- 
cephalus with poor progress, and the other of second- 
ary inertia. — Warren R. Lang, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Hemorrhage, Shock and Pituitary Deficiency in the 
Puerperium; a Study Based on 22 Cases (Emor- 
ragia e shock nel post-partum e deficit ipofisario; 
ricerche su 22 casi). R. Dectio, A. CENTARO, and P. 
Manaion_. Riv, ostet. gin., 1956, 11: 1. 


THE AUTHORS begin with an account of Shehaan’s 
clinical description (1937) of a complex endocrine 
syndrome occurring in women who had suffered se- 
vere postpartum hemorrhage, with or without shock. 
Basically, the clinical picture depended on the extent 
of the damage of the gland and the consequent pitui- 
tary insufficiency attributed to the necrotic changes 
brought about by the ischemia resulting from the cir- 
culatory collapse. Thus, the syndrome of Shehaan, or 
postpartum pituitary insufficiency, differs completely 
from Simmonds disease (1914) in which the pituitary 
deficiency results from total or partial destruction of 
the gland caused by small emboli localized in the 
spaces, or sinuses, of the hypophysis. 

Shehaan is credited with having established the 
causal relationship between postpartum hemorrhage 
and involvement of the pituitary gland, which at times 
may amount to 70 per cent of its substance. This 
necrosis of the pituitary lobe may materialize in ap- 
proximately 2 weeks. Sudden death immediately 
after delivery is rare. Usually the clinical signs appear 
from a month to a year after delivery. This form of 
pituitary deficiency presents a train of symptoms that 
arise from the absence of the following types of hor- 
mones: lactogenic, thyrotropic, gonadotropic, somato- 
tropic, and adrenotropic. 
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The authors urge that appropriate measures be 
instituted in time to prevent obstetrical hemorrhage 
and shock that lead to pituitary insufficiency. In con- 
clusion, emphasis is placed on the existence of an 
organic lesion involving the entire anterior pituitary 
gland. While ischemia may be looked upon as the 
precipitating cause, both shock and hemorrhage play 
an important role. —Vincent Ippolito, M.D. 


MISCELLANEOUS 


The Late Results of Undiagnosed Separations of the 
Pelvic Girdle After Delivery (Les disjonctions obsté- 
tricales de la ceinture pelvienne méconnues et leurs 
conséquences tardives). L. GopEeFrror. Bull. Soc. Roy. 
belg. gyn. obst., 1955, 25: 504. 


ANY OBSTETRICIAN with a long period of practice has 
probably encountered almost complete paralysis of 
the lower limbs; at least, a case of severe pain in the 
pubic and sacroiliac joints with difficult and painful 
movements of the lower limbs following a difficult for- 
ceps delivery will have come to his attention. Some- 
times these symptoms may present themselves after a 
normal delivery or even during pregnancy. 

The incidence of this condition, running from 2 to 
7 per 1,000, may emphasize the fact that quite often 
the incipient cause is not an obstetrical trauma; 
sometimes it may be the condition of the ligament 
apparatus of the pelvic girdle. The intensity of the 
symptoms is so variable that many cases of minor 
damage will improve without having been diagnosed. 
Berezin has found that in most cases the acute or more 
intense pains have become chronic or ceased within 2 
years. Many cases start out, however, with chronic 
complaints which very often will be treated as a 
rheumatoid condition. The complaints in the acute 
stage are the following: pain while walking or ascend- 
ing stairs and on lateral decubitus; localization of the 
pain is usually at the symphysis and around the sacro- 
iliac joints. X-rays will reveal a certain diastasis of the 
symphysis and in most cases there will be a positive 
sign of Trendelenburg resulting from a contracture of 
the extensors and scoliosis. In the chronic cases, the 
pain is localized at the sacroiliac joint and is very often 
exaggerated during the menstrual period. X-ray ex- 
amination is not of value beyond revealing an occa- 
sional osteitis condensans ilii. 

The therapeutic value of infiltration of 1 per cent 
xylocaine in the sacroiliac joints can be very definite 
and effective. The results may range from tempo- 
rary improvement to complete cessation of the symp- 
toms for several months. If there is only a transi- 
tory improvement noticeable, an immobilization of 
the sacroiliac joints may be considered. From the 
various techniques proposed, the transiliac arthro- 
desis of Tavernier is the one most recommended for 
stubborn cases. —Robert O. Verheecke, M.D. 


Placental Tumors: Bomenioane with Special Ref- 


erence to an Associated Clinical Syndrome. Epwin 
J. DeCosta, ALBERT B. Gersie, R. H. ANDRESEN, and 
T. C. Gatranis. Obst. Gyn., 1956, 7: 249. 


BENIGN TuMoRs of the placenta are usually hemangi- 
omas. They occur infrequently but have sufficient 
clinical importance to warrant consideration. In spite 
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of repeated references in the literature, the standard 
textbooks fail to mention the clinical significance of 
hemangiomas of the placenta. A typical syndrome 
characterized by hydramnios and prematurity occurs 
in about 33 per cent of patients with placental tumors. 
In addition, perinatal fetal loss and the incidence of 
both antepartum and postpartum hemorrhage is 
higher than normal. 

Hemangiomas occasionally have been observed in 
the baby, indicating that there may be a genetic 
predisposition to the development of vascular tumors. 

—Charles Baron, M.D. 


Chorion Carcinoma Treated with Urethane (Corion- 
carcinoma tratado con uretano). GUILLERMO DI 
Paota, R. Lépez Bret, and M. M. Open SumMErRAy. 
Obst. gyn. lat. amer., 1955, 13: 368. 


‘THE PATIENT was a 23 year old married woman who, 
in the second month of her first pregnancy, suffered 
from metrorrhagia and, in the fourth month, developed 
hemorrhages which necessitated a curettement result- 
ing in the evacuation of vesicular elements. Neither the 
curettement nor puncture of an orange-sized tumor in 
the right parametrium resulted in a diagnosis; how- 
ever, the precarious state of the patient and the con- 
stant bleeding necessitated operative interference. 

A colpohysterectomy with concurrent removal of the 
ovaries and tubes was performed, but the lack of planes 
of cleavage left the impression that the parametrial 
tumor had not been entirely removed. Histologic ex- 
amination resulted in the diagnosis of chorioncarci- 
noma arising from a vesicular mole which had trav- 
ersed the uterine myometrium into the parametrium. 


For a brief interval the condition of the patient im. 
proved; however, 15 days later, the tumor had recurred 
with the production of a large mass which compressed 
the bladder and produced dysuria and then hematuria. 

Roentgen irradiation was applied (5,000 roentgens) 
without notable effect. Finally, a polyethylene catheter 
was passed through the femoral artery into the aorta 
and 5 per cent ethylurethane was injected at the rate 
of 1 gm. daily for a total dosage of 9 gm. At this point 
a marked leucopenia forced a suspension of the injec- 
tions. The extraordinary improvement of the patient, 
however, had already authorized the suspension. 

Immediately before the operation the previously 
irregular but usually high titers of the urinary gona- 
dotropins dropped inexplicably, to ascend anew with 
the appearance of the recurrence of the tumor to a 
high point of 5,000 units (rabbit method of Hinglais). 
Finally, the titer went down with the registered im- 
provement under the urethane treatment until that of 
a normal castrated woman was reached. 

Three months later the tumor had disappeared, the 
patient had gained weight, the Friedmann reaction 
was negative, and the blood picture had returned to 
normal. 

The authors do not attempt to draw conclusions 
from the results obtained in this single instance, espe- 
cially since only 3 months of the control period have 
passed; however, they are highly impressed with these 
results and believe themselves justified in publishing 
them with the hope of inducing other physicians who 
may encounter this rare disease to apply the same 
treatment and thus increase the meager statistics 
now in existence. — John W. Brennan, M.D. 





GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Findings in the Vascular System of the Kidney Dur- 
ing Sotouten Formation in Experimental Animals 
(Tierexperimentelle Befunde am gefaess system der 
Niere waehrend der harnsteinbildung). E. Kocun. 
Langenbecks Arch. u. Deut. &schr. Chir., 1955, 282: 954. 


UTILIZING OXAMIDE AND SULFATHIAZOLE to produce 
calculi in experimental animals, the authors studied in 
vivo the vascular system of the kidneys as well as the 
renal tubules. When experimental animals are fed 
sulfathiazole or oxamide, changes occur in the vascular 
system which the authors refer to as “‘crises.”” The 
development of microliths within the renal tubules and 
within the tubules of the papillae from tiny colloidal 
“spheroliths” can be seen. They appear to increase in 
size within a matter of hours. This has been observed 
and photographed (Fig. 1). 
—S. Richard Muellner, M.D. 


Plastic Repair of Hydronephrosis; Description of a 
New Technique Used in 10 Cases. J. Scorr Garp- 
NER. 7. Urol., Balt., 1956, 75: 367. 


THE AUTHOR reports a technique for the plastic cor- 
rection of hydronephrosis secondary to obstruction of 
the ureteropelvic junction. This technique is said to 
be particularly applicable when the extrarenal pelvis 
is greatly dilated. Briefly, the procedure is as follows: 

The hydronephrotic kidney is approached from be- 
low, care being taken to disturb the blood supply of 
the ureter as little as possible. The initial pyelotomy 
incision is made, beginning at the ureteropelvic junc- 
tion and extending toward the lower end of the renal 
hilus. The pelvis is explored and the ureteropelvic 
junction is evaluated through this incision. If the pelvis 
is greatly dilated and a reduction of its size appears 
desirable, the author proceeds to create a dependent 
V-flap by making a second incision from the uretero- 
pelvic junction to the hilus on the posterior surface. 
The dissection is carried out from the interior of the 
pelvis to preserve the blood supply. The ureter is then 
separated from the pelvis about 2 centimeters proxi- 
mal to the ureteropelvic junction. Next a large seg- 
ment of excess pelvis is removed by an incision be- 
ginning at the base of the V-flap and carried around 
the cephalad portion of the pelvis. The V-flap can 
then be trimmed to the desired size. A ureterotomy is 
made through the ureteropelvic junction. The tip of 
the V-flap is sutured to the lower end of the ureter- 
otomy. The posterior layer of the ureteropelvic and 
pelvic-pelvic anastomosis is then completed with in- 
terrupted No. 00000 chromic sutures. A nephrostomy 
tube and ureteral splint are placed. The anastomosis 
is then completed. The nephrostomy tube and ureteral 
splint are removed about the twentieth day. 

The results of repair performed in 10 cases, 6 to 10 
years ago, are reported. Eight of the patients achieved 
a good result; one showed a fair result; in the remain- 
ing patient a postoperative nephrectomy was carried 
out. The author points out that the procedure de- 


Fic. 1 (Koch). Calculi developed experimentally in 
the kidney. 


scribed is designed to accomplish the following effects: 
(1) reduction in the size of the enlarged pelvis; (2) 
diminution of irregularities in the reconstructed pelvis; 
(3) prevention of secondary stricture formation, fibro- 
sis, and scarring; and (4) prevention of damage to the 
blood supply. — John T. Grayhack, M.D. 


Papillary Epithelioma of the Renal Pelvis; Case Pres- 
entation (epitelioma papilar de la pelvis renal; pre- 
sentacion de un anh. Epuarpo Rioseco and JUAN 
Mouna. Arch. espan. urol., 1955, 11: 239. 


In view of the infrequency of primary tumors of the 
renal pelvis, the authors report and comment on a 
case in which they operated in 1954. 

The tumor, a noninfiltrating, papillary transitional 
cell epithelioma, was manifested clinically by inter- 
mittent hematuria. The diagnosis of tumor was estab- 
lished on the basis of excretory and retrograde pyelo- 
graphy and was confirmed when a nephrectomy and 
a partial ureterectomy were carried out. 

In reviewing the surgical reports at the Hospital 
del Salvador, (Santiago de Chile) up to 1941, they 
were unable to find another case of tumor of the renal 
pelvis. They found another case in the files of the 
Urologic Service of the Hospital de Concepcién. This 
paucity of cases is also evident in the Chilean medical 
literature. — Nestor S. Martinez, M.D. 


Some Observations on the Ileocystoplasties and Ure- 
teroileocystoplasties (Quelques remarques sur les 
iléo-cysto- et urétéro-iléo-cysto-plasties). W. A. Moo- 
NEN. j. urol. méd., Par., 1955, 61: 665. 


DuRING THE PAST YEARS, many diseases of the bladder 
and ureters have been treated by the substitution of 
the isolated loop of ileum. In 1950, Couvelaire pub- 
lished a complete study of the history of ileocysto- 
plasty. Tizzoni and Foggi, in 1888, performed this 
type of operation on dogs. Scheele, some years later, 
introduced the ‘‘Ringplastik” which was successfully 
performed on a patient in 1922. Technically speaking 
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Fic. 1 (Moonen). Portion of the bladder designated 
by “fA” should also be resected in the ‘‘Ringplastik” 
operation. 


the ileum lends itself very well to substitution pro- 
cedures. The sutures are safe and the contents of the 
small bowel are less septic than those of the lower 
bowel. In about 10 ileoplasties the author has had no 
serious complications from hyperchloremia, but in 4 
of his cases the patients developed a slight hyper- 
chloremia. 

The author described 7 cases in which the ileum has 
been used to enlarge the bladder or to substitute for 
the ureter. 

In the first patient a “‘ringplastik” was performed 
in order to increase the capacity of the bladder which 
only held 80 c.c. of fluid, even under anesthesia. This 
operative procedure has been done to increase the 
bladder capacity in patients who have small contracted 
bladders as a result of tuberculosis. If the lower part of 
the ureters is also stenosed, the operative procedure 
should be a cystoileoureteroplasty because the ureters 
should be implanted into the ileal loop. 

In the second case, the author made an anastomosis 
with an isolated loop of ileum (40 cm. in length), 
attaching the distal part end-to-side to the bladder. 
The end of the ureter, above the previously constricted 
cutaneous ureterostomy, was connected to the proxi- 
mal portion of the ileal loop. 

The third operative procedure was done on a 26 
year old man who had a right nephrectomy at 10 


years of age for tuberculosis. A ‘“‘Ringplastik”’ opera- 
tion was done. The right half of the bladder was re- 
sected and the isolated ileal segment, in the form of a 
loop, was used to increase the size and capacity of the 
bladder. 

The fourth patient had a “‘Ringplastik”. The lower 
portion of the ureter was resected and implanted into 
the loop of ileum. The ring of ileum was then attached 
to the resected portion of the bladder. 

The ileum can also be used as a substitute for the 
ureter. This was done in the fifth patient. This young 
man had vesicle calculi that eventually resulted in a 
bladder capacity of no more than 75 c.c. of fluid under 
narcosis. Because the ureters were so grossly dilated, 
it was decided that a subtotal resection of the bladder 
should be done. The loop of the ileum in the form ofa 
““V” was then attached to the remaining portion of 
the bladder. The dilated section of the ureters was re- 
moved and the remainder of the right and left ureter 
was then anastomosed to the right and left limb of the 
isolated ileal segment. 

The sixth patient had a right megaloureter which 
was replaced by an isolated loop of ileum that was 
attached to the dome of the bladder and at the 
ureteropelvic junction. 

The last reported case was that of a patient who had 
had a ureterocolostomy in 1953. A right nephrectomy 
was done in 1955. In July, 1955 the ureters were im- 
planted into an isolated loop of ileum with decrease in 
the hydronephrosis. 

The author thinks that the small number of ileo- 
plasties that he has done does not give him the right 
to arrive at any definite conclusions. He has had 5 
cases of enlargement of the bladder capacity by ap- 
plication of the “‘Ringplastik.” Subtotal resection of 
the bladder is necessary for the best results in this 
type of procedure. —Conrad A. Kuehn, M.D. 


Primary Malignant Tumors of the Ureter (Sui tumori 
maligni primitivi dell’uretere). Marto FEpon. Uro- 
logia, Treviso, 1955, 22: 519. 


Two CASES OF PRIMARY CARCINOMA of the ureter are 
reported. These cases were the only instances seen at 
the Civil Hospital of Belluno in Italy, among 60,000 
admissions in the past 20 years. 

The first patient was a 54 year old merchant who 
complained of an attack of intense, total hematuria, 2 
years previously and another attack 3 months previ- 
ously. For the past few days he had noted an almost 
continuous admixture of blood in the urine. Physical 
and urologic methods of examination disclosed what 
seemed to be a tumor of the upper end of the right 
ureter associated with faulty elimination of the right 
kidney. 

At this point operation revealed a chestnut-sized 
papillary epithelioma with scanty stroma, massive 
proliferation, atypical nuclei, and infiltration of the 
ureteral muscular layers about the tumor base by neo- 
plastic elements. 

Ten years later the patient returned with a tumor 
in the region of the right ureteral aperture, attached 
to the bladder wall. On microscopic examination of 
the removed specimen (partial cystectomy) this proved 
to be a papillary epithelioma of the bladder. Less than 
2 months after this operation the patient returned with 





a focus of metastatic nondifferentiated epithelioma 
involving the upper portion of the left femur. 

The second patient was a 70 year old pensioner 
complaining of pains in the left lumbar region, radiat- 
ing into the left inguinal region and left testicle. Three 
weeks previously a macroscopic total hematuria, asso- 
ciated with mild dysuria and a sense of hypogastric 
pressure, had developed. Incidentally, the patient had 
cardiac asthma. The general physical and special 
urologic methods of examination disclosed what 
seemed to be a tumor of the lower portion of the left 
ureter. 

At operation by means of a left inguinal retroperi- 
toneal approach the lower third of the left ureter was 
found to be as thick as a finger and rigid with a fusi- 
form swelling involving 5 cm. of its lower end. The 
lower end of the ureter, together with a rosette of the 
surrounding bladder wall was cut loose and enclosed 
inthe finger ofarubber glove (cystorrhaphy). Through 
a left lumbar incision (Israel) the kidney and ureter 
were removed. The patient died 2 days later of bron- 
chopulmonitis and cardiac insufficiency. 

Microscopic examination of the removed specimen 
disclosed the presence of a papillary carcinoma of the 
ureter at the point of the swelling; it was associated 
with fibropapillomatous proliferation and without 
marked nuclear atypia. 

Neither of these patients had ever suffered from any 
particular affections of the urinary system and afforded 
no clue as to the possible etiology. 

The author notes that primary tumors of the ureter 
are being found more frequently with improved edu- 
cation of the profession and improvement in the uro- 
logic diagnostic methods. The possibility of such a 
lesion should always be considered in the presence of 
a hematuria which is not objectively justifiable. 

— John W. Brennan, M.D. 


BLADDER, URETHRA, AND PENIS 


Injuries of the Bladder and Urethra in Fractures of 
the Pelvis (Blasen und harnroehrenverletzungen bei 
Beckenbruechen). Kurt HARTMANN. Langenbecks Arch. 
u. Deut. Sschr. Chir., 1955, 282: 943. 


In A SERIES of 879 pelvic fractures. 86 cases of bladder 
and urethral injuries were encountered, an incidence 
of 10 per cent. The majority of the 86 patients had 
hematuria and only 8 per cent were able to void spon- 
taneously. The nature and incidence of the various 
types of pelvic fractures are depicted in Figure 1. The 
patients were usually admitted in a state of shock. In 
9.3 per cent of the patients death occurred from shock 
within the first 12 hours. 

As soon as it is feasible a catheter is passed. If the 
bladder can be drained successfully. the catheter is 
left indwelling for about 14 days. Catheters have to be 
changed frequently after that, and the urethra must be 
dilated regularly to avoid permanent stricture. Suc- 
cessful catheterization of the bladder does not rule 
out the possibility of bladder injury because a hole in 
the bladder can be plugged by abdominal contents 
and give the erroneous impression that no tear exists. 
In most instances it was necessary to open the bladder 
suprapubically and to establish urethral continuity 
by means of the passage of a rigid instrument, either 
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425% 
14,26 % 


Fic. 1 (Hartmann). The incidence of pelvic fracture 
types with injuries of the bladder and urethra. 


through the urethra or retrograde through the blad- 
der. A catheter is then threaded onto the instrument 
and drawn into place. Bladder tears are repaired at 
the time of the cystotomy. The bladder is then drained 
by means of an indwelling catheter and the cystotomy 
wound is closed about a Pezzar tube. 

Thirty-seven patients were operated on after sub- 
sidence of the shock, and in 9 additional cases the 
operation was carried out 1 to 9 days after the injury. 
At the time of the operation 36 patients had urethral 
tears at the level of the bladder neck. In 5 patients the 
bladder alone was torn and in 5 others there were 
tears in the bladder and in the urethra as well. The 
postoperative mortality rate was 19.5 per cent. Post- 
operatively, a remarkably large portion (40 per cent) 
of the men complained of sexual impotence. The 
sharp drop in the mortality rate (from 60 to 19.5 per 
cent) is attributed to the use of antibiotics after 
operation. —S. Richard Muellner, M.D. 


The Operative Treatment of Strictures of the Urethra 
(Zur operativen Behandlung der Harnrohrenstriktur). 
H. Uepermutu. Langenbecks Arch. u. Deut. <schr. Chir., 
1955, 282: 930. 


THE MANAGEMENT Of strictures of the urethra based on 
the Denis-Browne principle and its modifications by 





ee” 
be, 
Fic. 4. 


Bengt-Johanson has yielded such excellent results that 
this method is now utilized as the standard procedure 
for the treatment of this condition. 

Stricture of the pendulous portion of the urethra is 
opened longitudinally along its entire course and is 
thus converted into a hypospadias. It must be empha- 
sized that the entire stricture has to be split. Para- 
urethral abscess cavities or thick scars are excised at 
the same time. Stricture in the bulbous portion or in 
the membranous urethra is similarly incised and the 
cut edges of the urethra are approximated to the skin 
by means of fine catgut stitches. ‘The bladder is emptied 
either through the hypospadiac opening,or the urinary 
stream can be diverted through a vesical fistula or 
through a perineal urethrotomy. 

In stricture of the pendulous urethra, a longitudinal 
incision may have to be made in the penile skin on the 
dorsum of the penis to release tension. Four to six 
weeks later the edges of the hypospadiac opening are 
approximated by means of Michel clips, the prongs 
of which have been blunted. The use of interrupted 
wire sutures has been discarded because there is a ten- 
dency toward the formation of urethral fistulas at the 
site of the stitch opening. The urethrogram shows a 
small diverticulumlike pouch at the site of the previous 
artificially induced hypospadiac opening. This may re- 
sult in slight dribbling at the end of micturition. The 
small pouch, however, can be easily emptied by digital 
massage and does not interfere with the excellence of 
the postoperative result. The Johanson urethroplasty 
is unreservedly recommended as the treatment of 
choice for strictures of the urethra. 

—S. Richard Muellner, M.D. 


The Johanson Urethroplasty in Strictures of the Ure- 
thra (Urethroplastik nach Johanson bei Harnroehre- 
nengen). H. MARBERGER. Langenbecks Arch. u. Deut. 
Xschr. Chir., 1955, 282: 917. 


In 1884 Kaufmann showed that a buried longitudinal 
strip of skin will eventually be transformed into an 
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epithelial-lined tube. Other investigators (Schwennin- 
ger, Davis, Ziemches) have also studied this phenome- 
non. Denis-Browne utilized this principle in his opera- 
tion for hypospadias. This principle forms the basis for 
the Johanson management of urethral strictures. 

The Johanson method can be used for strictures in 
the pendulous, bulbous, or membranous urethra. The 
strictured area is incised and the cut edges of the 
urethra are united with the penile skin to convert the 
strictured portion of the urethra into a hypospadias. 
About 6 weeks later the edges of this artificial hypo- 
spadias are circumcised and united (See Figs. 1 to 6). 

For strictures in the bulbous and membranous ure- 
thra, the procedure must be modified. The strictured 
area is incised longitudinally through a transverse 
perineal incision. A longitudinal incision is then made 
through the scrotal raphe proximal to the perineal 
incision. The scrotal skin on either side of this incision 
is then mobilized, drawn to the area of the incised 
urethral stricture, and fixed in place. The final closure 
of the fistulous tract is achieved in a manner similar to 
that used in strictures of the pendulous urethra. 

Fifty-four patients whose strictures were operated on 
by the method of Johanson had an excellent result. In 
6 patients the immediate result was not good because 
the urethra was inadequately split or because of a 
hematoma or wound dehiscence. A number of patients 
complained of terminal dribbling which was due to the 
collection of urine in the widened portion of the ure- 
thra at the site of the previous stricture. The small pool 
of urine which collects in the widened portion of the 
urethra, at the site of the previous stricture, can be 
emptied by manual stripping, and terminal dribbling 
will then be avoided. Hematomas and wound infections 
may preclude a good postoperative result. On the 
whole, however, the Johanson urethroplasty gave re- 
sults which were superior to any other operative pro- 
cedure for the treatment of strictures. 

—S. Richard Muellner, M.D. 


The Treatment of Urethral Tumors. R. H. FL ocks. 
J. Urol., Balt., 1956, 75: 514. 


THE AUTHOR discusses the treatment of urethral tu- 
mors as reported in the literature and as practiced by 
himself during a 20 year period. The method of treat- 
ment varies with the sex of the patient, the location, 
the extent and histologic type of the tumor, and the 
presence or absence of metastases. The usual thera- 
peutic possibilities are: (1) surgical excision or destruc- 
tion of the tumor; (2) the local application of radia- 
tion; (3) treatment of regional lymph nodes; and (4) 
palliative therapy. 






























In the male urethra, the tumors that are easiest to 
treat with good results are those distal to the bulbous 
portion of the urethra. About one-third of primary 
urethral carcinomas arise in this area. The treatment 
of choice is surgical removal or destruction of the 
growth. 

Penile urethral tumors are rare. The author saw 
only 2 cases in a period of 20 years; both patients were 
treated successfully by coagulation. Surgical destruc- 
tion with radical or partial penile amputation, and 
the construction of a perineal urethrostomy is the 
recommended treatment. 

Two-thirds of the tumors of the male urethra in- 
volve the bulbous, membranous, or prostatic portions 
of the urethra. Those involving the distal portion of 
the bulbous urethra are best removed surgically, with 
use of the technique described by Young. The removal 
of tumors of the proximal portion of the bulbous ure- 
thra requires a more radical procedure, such as that 
described by Uhle or Goodwin. For tumors of the 
prostatic urethra, radical prostatectomy and urethrec- 
tomy with local removal of the regional lymph nodes 
is recommended. 

An extensive discussion of the anatomy of the lym- 
phatics serving the male urethra is presented. The in- 
volved nodes must either be removed surgically or be 
irradiated. The latter approach should be considered 
when there is considerable local infiltration associated 
with infection. Irradiation may also be of value in 
cases in which there are no gross metastases, or where 
metastases are probably present but dissection of the 
nodes is not feasible. These tumors are frequently 
quite radiosensitive. 

Carcinoma occurs more commonly in the female, 
than in the male urethra. Prognosis is generally more 
favorable in the female, and more lesions are treated 
by irradiation than by surgery. If the lesion is very 
small and distal to the sphincter, a combination of 
deep x-ray therapy to the regional lymph nodes, and 
either local excision or local radium or radon seed 
application is advised. In other lesions—and these 
are more frequent—the treatment of choice is the 
same as that recommended for tumors of the male 
bulbomembranous urethra. 

Palliative therapy for far advanced tumors is simi- 
lar in the male and female. It may consist of diversion 
of the urinary stream and small doses of deep x-ray 
therapy and/or chordotomy to relieve pain. It is a 
problem requiring highly individualized treatment. 
—Paul R. Leberman, M.D. 


Experience with the Denis-Browne Operation for 
Hypospadias (Erfahrungen mit der Operation der 
Hypospadie nach Denis-Browne). A. OBERNIEDER- 
—_. Langenbecks Arch. u. Deut. <schr. Chir., 1955, 
82: 936. 


THE OPERATIVE CORRECTION for hypospadias consists 
of two parts; first, the correction of the chordee and, 
second, the establishment of a new urethra. The first 
part of the operation must be done with thoroughness 
so as to avoid any possibility of persistent downward 
curvature of the penis. As a result of the straightening 
of the shaft, the hypospadiac opening may become 
dislocated backward. This however, is unavoidable. 
At the second operation, i.e., at the time of the recon- 
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struction of the urethra, it is important to delineate a 
wide enough strip of penile skin for the future urethra. 
If this strip is made too narrow the urethra will even- 
tually have too small a caliber. The tension sutures 
used in the reconstruction of the urethra must not be 
too tight else multiple fistulas of the urethra will 
develop. The indwelling catheter is allowed to remain 
about 2 weeks. 

The Denis-Browne procedure for hypospadias was 
performed in 13 cases with satisfactory results. The 
first part of the operation, when the chordee is elimi- 
nated, should be performed at the age of 3 or 4 years, 
and the hypospadias should be corrected before 
school age. —S. Richard Muellner, M.D. 


GENITAL ORGANS 


Histopathologic Concepts Pertaining to the Treat- 
ment of Prostatic Cancer (Conceptos histopatologicos 
referentes al tratamiento del cancer prostatico). AL- 
FONSO DE LA PENA and FERNANDO DE Castro, Mém. 
bull Soc. internat. urol., 10th Congr., 1955. 


IN COMPARING our Clinicostatistical knowledge with 
historical observations, we can conclude that at pres- 
ent there is available no effective curative therapy for 
cancer of the prostate. 

There exist many unresolved questions concerning 
the symptoms of prostatic carcinoma. It would be of 
much value to make an early and unquestionable diag- 
nosis and it would be helpful to arrive at a histoclini- 
cal classification based on the degree of malignancy of 
the different neoplastic types, especially with regard 
to their capacity for growth and diffusion. Statistics 
would then be acceptable, and produce data on the 
efficacy of different therapeutic methods clarifying 
the palliative effect of some, and determining if they 
prolong the life of those suffering from cancer. At pres- 
ent we attribute greater malignancy to the anaplastic 
type of carcinoma, either small or large-celled, which 
manifests more aggressive characteristics than adeno- 
carcinoma and the malignant adenoma. Adenocarci- 
noma, however, can change to the undifferentiated 
type. 
In view of the structural modifications achieved 
with estrogen therapy, it appears that the most sensi- 
tive neoplasm is the adenocarcinoma. The response of 
tumors sensitive to estrogen, although variable, con- 
sists principally in regression of the inflammatory proc- 
esses, a tendency towards differentiation of the neo- 
plastic elements and diminution of mitotic activity. 
The cells become more stable, but continue to foster a 
potential malignancy which can reappear at a given 
moment and fail to respond to estrogenic therapy. 

In conclusion, the authors state that: 

There does not exist a sufficiently early or creditable 
means of diagnosis to permit the indication and per- 
formance of a guaranteed therapeutic procedure. 

Biopsy and radicai exeresis tests occasionally show 
simple inflammatory processes. 

There are not precise histopathologic data, nor is 
there a micromorphologic systematization of the lesions 
to permit an estimate of the efficacy of the various 
therapeutic methods available today. 

There is no unanimous agreement on the point of 
origin of cancer, although, when the onset is coexistent 
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Fic. 1. (Beneventi, Marshall). Drawings of specimen 
and cross section from 40 year old man. 


with benign adenomyomas, it appears with a certain 
regularity in the so-called surgical capsule, and most 
frequently in its caudal part. Pure malignant adeno- 
mas can coexist with undamaged surgical capsules. 

The lack of uniformity in the histopathologic crite- 
rion appears today to be insuperable. 

The distinct evolution of the histologic types makes 
the clinical and therapeutic facts uncertain and the 
majority of the statistics inaccurate. 

The various histologic forms—potentially malignant 
adenomyomas, adenocarcinomas of the surgical cap- 
sule, and anaplastic carcinomas—respond in various 
ways to present methods of treatment. 

Our own histologic observations, together with those 
of foreign writers, prove that the results of antiandro- 
genic therapy are still doubtful. Highly differentiated 
neoplasms are extremely estrogen-resistant from their 
onset, and give little hope, even of palliation. A rela- 
tively large group of adenocarcinomas responds 
temporarily to castration and estrogen therapy. 

The response of the tissues to estrogen therapy is 
indicated by a slowing-up of the evolutionary process 
and diminution of mitotic activity. 

Intravenous massive estrogenic therapy does not ap- 
pear today to be as effective as oral administration and 
it is possibly more dangerous (hepatitis, etc.). 

Any attempts to resensitize the tissue structures once 
they have reached the estrogen-resistant stage appear 
to be useless and harmful. 

Radical prostatovesicular surgery, more extensive 
today and readily available, does not appear to be 
really efficacious. 

All physiotherapy or chemotherapy measures which 
have been widely employed to date seem to leave no 
grounds for a possible cure. 


MISCELLANEOUS 


Some Studies of Urinary Incontinence in Men. 
Francis A, BENEVENTI and Victor F. MarsHALL, 7. 
Urol., Balt., 1956, 75: 273. 


To IMPROVE OUR UNDERSTANDING Of factors involved in 
postprostatectomy incontinence, studies were carried 
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out to define sphincteric mechanisms histologically 
and to observe their dynamics by roentgenographic 
means. 

Sectional studies were made on specimens consisting 
of bladder, prostate, membranous urethra, and sur- 
rounding tissues obtained from fresh bodies of males 
7, 12, 19, and 40 years of age, none of which had been 
involved in clinical urinary disorders. In general, two 
sections were cut at approximately each millimeter, 
beginning at the membranous urethra backwards to 
the vesical outlet. 

Illustrative of the method of study, 342 sections were 
obtained from the 12-year-old specimen. A complete 
ring of striped muscle surrounded the membranous 
urethra and continued around the prostate until the 
fifty-fourth section was reached. At this point, 1 and 
1.5 centimeters proximal to the prostatic apex, the 
ring was first interrupted on the basal or rectal side. 
The muscle tissue continued, however, in the anterior 
and lateral surfaces of prostatic capsule through the 
one hundred twentieth section, coursing in various 
directions, failing to form a circular ring, and pene- 
trating inwardly as deeply as two-thirds of the dis- 
tance to the urethra. Examination of the remaining 
preparations revealed about as many longitudinal 
bundles as circular, with no grouping of circumferen- 
tial smooth muscle fibers which could be designated a 
separate sphincter in the vesical outlet. 

In all four specimens, a thick circular mass of striated 
muscle (external sphincter) was found around the 
membranous urethra and the prostatic apex. This 
muscle tissue extended proximally to the vesical out- 
let, disappearing last on the dorsal side. The muscle 
failed to reach the outlet, roughly, by progressively 
greater distances as the age of the subjects increased; 
thissuggested the normal enlargement of the prostate 
as the cause of variation. The downward riblike exten- 
sions of striated muscles into glandular substance found 
in enucleated specimens most likely originate from the 
capsular elements. Functionally the striated muscle is 
known to produce a voluntary cut-off of the urinary 
stream in the region of the prostatic apex. It may per- 
haps also be concerned with ejaculation. This study 
shows that the striped external sphincter is not a thin 
irislike, camera-shutter structure. Damage to a mech- 
anism of such type would seem likely to be complete 
in division, producing severe disturbances without 
hope of recovery. The loss of control after prostatec- 
tomy is frequently incomplete, variable, and often im- 
proves spontaneously. This would be consistent with 
variation in thickness and extent of the striated muscle. 

In making radiographic observations of sphincteric 
actions, a technique was employed to obtain two 
semilateral exposures per second, with use of the Fair- 
child magazine. Observations made on mobility of the 
vesical base in a normal subject voiding 70 per cent 
urokon showed an impressive rise of 1.5 inches im- 
mediately preceding voluntary stopping. Similar 
studies were carried out on other patients with vary- 
ing degrees of urinary control, with variable results. 
It was clear that elevation of the vesical base was 
not the principal determining action which provided 
excellent control. 

In evaluating the role of the levator ani muscles, 
markers (silver brain clips) were placed on their me- 
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dial edges during several perineal exposures of the 
prostate. Levator mobility, improving with the degree 
of continence, appeared to play a part in producing 
urinary control. 

Studies of external sphincter mobility were similarly 
obtained on 2 patients by placing silver brain clips on 
the sphincter and supposedly the triangular ligament 
during radical prostatectomy. The patients were con- 
tinent and films made after stop command revealed 
upward excursion of the markers of at least three- 
quarters of an inch, 

The role of the vesical outlet in containing vesical 
content was demonstrated by blocking the external 
sphincter transurethrally with 2 per cent novocain. 
Films show complete cut-off at the vesical outlet after 
stop command. If cut-off activity were dependent on 
external sphincter alone, a thick projection of contrast 
medium might be expected in the prostatic area. There 
was, instead, a thin tapering projection in this zone 
such as might be expected with cut-off activity at the 
vesical outlet. This is in accord with experimental work 
by Lapides who blocked off both pudendal nerves in 
normal individuals without making them incontinent. 

The article is supplemented with numerous illustra- 
tive drawings, photomicrographs, and radiographs. 

—Allan K. Swersie, M.D. 


Postoperative Urinary Incontinence in the Male (In- 
continence d’urine post-opératoire chez l’>homme). 
R. Kiss and F, Martuiev. 7. urol. méd., Par., 1955, 61: 
701. 


INCONTINENCE OF URINE in man is usually associated 
with surgery on the prostate gland: enucleation for 
adenoma, resection of the bladder neck, or total pros- 
tatectomy for cancer. Occasionally, urinary incon- 
tinence results from amputation of the rectum. The 
number and diversity of the surgical interventions for 
cure or alleviation of this complication prove the inad- 
equacy of the procedures. 

Continence of the urine depends upon the tonal 
balance between the urethral resistance and the intra- 
vesical pressure. The integrity of the smooth, striated 
muscles of the posterior urethra after prostatic surgery 
assures continence of the urine. Thus, the operative 
trauma to the sphincter mechanism represents the 
most frequent cause for the loss of urinary control. 
This could result either from the inexperience of the 
operator or a difficult prostatic operation. The enucle- 
ation of the prostate can be difficult because of its size, 
or perhaps because there is involvement of a portion 
of the urethra in removal of the gland. During prostatic 
resection, imperfect visibility, loss of landmarks, or 
even hemorrhage that necessitates extensive coagula- 
tion may render the sphincter mechanism inadequate. 
While the incompetency of the sphincter mechanism 
represents a dominant factor in urinary incontinence, 
hypertonicity of the bladder must also be considered 
as a complicating factor. 

The surgical techniques for the correction of incon- 
tinence are associated with reinforcement of the insuf- 
ficient sphincter or the creation of a new sphincter, 
L€., sphincteroplasty or myoplasty. In this way an 
attempt is made to create a mechanical obstruction or 
a suspension of the internal sphincter in the urethral 
region, in order to accentuate the normal existing 
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angle between the prostate and the urethra and main- 
tain contact of the urethral walls which will increase 
the resistance to the flow of urine. 

The principle of the sphincteroplasty was the sug- 
gestion of Young. His technique was to produce con- 
traction of the internal sphincter by circumscribing 
the vesical neck and plicating the cut edges in order 
to constrict the bladder outlet. The second operative 
procedure he devised was to expose the region of the 
external sphincter perineally and plicate the sphincter 
over a small calibered urethral catheter. These two 
procedures did not, according to the author’s opinion, 
solve the problems of urinary incontinence, although 
these techniques were applicable to congenital anom- 
alies and atonies of the internal sphincter. 

Pedicles of striated muscles with a preserved blood 
and nerve supply have been used to create a functional 
sphincter surrounding the region of the internal 
sphincter. In the operation of Goebell-Stoeckel, a 
strip of rectus and pyramidalis muscle is used; this is 
passed retropubically and fastened to the opposite side, 
to form a sling beneath the region of the internal 
sphincter. The gracilis muscle has also been used in a 
similar manner. 

The Player-Collander procedure exposes the ure- 
throbulbar region perineally and fashions a sling out 
of gracilis muscle. Myoplasty with use of the anal 
sphincter was advocated by Verges-Flaque in 1951. 
In this operation, the circular fibers of the rectal 
sphincter are exposed perineally. The upper portion 
of the sphincter is separated so as to divide the rectal 
sphincter into two portions. The portion nearest the 
bulbous urethra is severed so that it can be passed 
through a previously prepared tunnel around the 
region of the external sphincter and is then fastened 
to the previously cut end. In this way an artificial 
sphincter is created. Jewett varied this technique by 
sectioning the urethra rather than cutting the sphinc- 
ter, and then reunited the urethra over a catheter. 

Several procedures have been devised to create a 
barrier or a mechanical obstacle to the flow of urine 
through the urethra. Squier, in 1911, created a nar- 
rowing of the posterior urethra by excising the inferior 
wall and suturing the transverse muscles of the peri- 
neum and the levators ani above the canai, while Keys, 
in 1926, obtained regression of urinary incontinence 
by suturing the levators ani to the bulbocavernosus 
muscle in order to fashion a sling for the membranous 
urethra. Lowsley and Hunt mattressed the urethra 
by tightening the bulbocavernosus muscle and thus 
creating an elastic stricture of the bulbous portion of 
the urethra. Millin described a technique, in 1939, of 
encirclement of the bulbous urethra with ribbon cat- 


t. 

In 1951, Cooney and Horton described a procedure 
based upon the use of two strips of aponeurosis re- 
moved from the rectus muscles to form, afier they had 
been passed in front of the pubis, a sling around the 
bulbous urethra in order to compress this structure 
and in this way control incontinence. While the prin- 
ciple for the use of suspension of the bladder neck and 
urethra involved elevation and angulation of the ure- 
thra so as to create a mechanical obstacle to the out- 
flow of urine, it was Fragenheim, in particular, who 
thought that the active element of this type of inter- 
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vention was not the muscle bundle but rather the 
attached and overlapping aponeurosis. Other materi- 
als for suspension have been used, such as braided silk, 
animal tendon, and, more recently, strips of skin. 
Several methods have been suggested for suspension 
of the vesical margin and the urethra, but they do not 
differ greatly from the myoplasties previously de- 
scribed except that strips of the aponeurosis of the ab- 
dominal wall instead of strips of muscle are used. 

By a combined abdominal and perineal approach, 
a strip of tendon is passed retropubically and suspen- 
sion of the urethra is effected above the apex of the 
prostate. A variation of this technique is to free a strip 
of abdominal aponeurosis and pass it prepubically to 
form a sling around the membranous urethra. 

The results obtained by the various methods and 
procedures suggested in this abstract are carefully re- 
viewed and evaluated as to cure, improvement of con- 
tinence, and failure. It is noted that each method has 
some successes and some failures associated with its 
use. However, if the author should have a preference, 


it would be for urethrocervical suspension, which is 
simple, rather than for one of the more complicated 
procedures. The alternative to these procedures for 
the control of urinary incontinence should be consid- 
ered in connection with the patient’s age and renal 
condition; at times a cystotomy or a Coffey type of pro- 
cedure must be considered when tendon transplant is 
a failure. Otherwise, the incontinence clamp may be 
the only means of controlling the leakage of urine. 

Incontinence of the urine following amputation of 
the rectum occurs infrequently (.67 per cent), but 
when it does, the problem of control becomes difficult 
to solve. The previously described procedures are com- 
plicated and made extremely difficult by the pelvic 
surgery. In order to evaluate the need of definitive 
surgery for urinary incontinence, the author calls at- 
tention to the fact that a neoplastic recurrence occurs 
in 60 to 75 per cent of these cases. The use of an in- 
continence clamp might in this instance be the best 
way to control the seepage of urine. 

—Conrad A. Kuehn, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Fibrogenesis Imperfecta Ossium; a Generalized Dis- 
ease of Bone Characterized by Defective Formation 
of the Collagen Fibers of the Bone Matrix. S. L. 
Baker. 7. Bone Surg., 1956, 38-B: 378. 


Two cases are described in which abnormality was 
present in the organic matrix of the bone, character- 
ized by a deficiency in collagen fibers. 

The first patient was a woman 56 years of age, the 
second a man of 64. Clinically, there was a vague ill- 
ness which had been present several years. Both pa- 
tients became bedridden and developed spontaneous 
fractures. No lesion of the nervous system was found, 
the blood count was normal, and nothing unusual 
was seen in roentgen film. Changes of the skeletal sys- 
tem were widespread. 

Postmortem examination showed that both patients 
had tuberculous foci in the lungs. The deficient calci- 
fication of the bone was second to the defect in the 
bone matrix; it was not congenital, neoplastic, or in- 
flammatory. There was no appreciable anemia or 
serious toxic change. There were no endocrine distur- 
bances of the thyroid, pituitary, or parathyroids, nor 
were there any vitamin deficiency changes. The author 
states that the cause of this peculiar bone disease is 
quite obscure. —Richard 7. Bennett, Jr., M.D. 


Histiocytic Granulomatosis. WALTER MERCER and 
R. B. Dutute. 7. Bone Surg., 1956, 38-B: 279. 


THE AUTHORS report a case of histiocytic granuloma- 
tosis in a 31-year-old woman. In 1945 a biopsy of the 
lesion in the left ilium showed the features of a histio- 
cytic granulomatosis with eosinophilic predominance. 
The bones involved were the skull, both scapulae, 
both humeri, the ilium, and the proximal portions of 
both femora. She later developed pathologic fractures 
of both femora and of the right humerus, and biopsies 
at a later date showed a histiocytosis in the lipoid 
storage phase or a Hand-Schuller-Christian’s disease. 
Later, open saucerization of the lesions of the proximal 
femur and packing with bone chips allowed ambula- 
tion of the patient, although complete healing was 
never obtained. 

The authors support the concept that the underly- 
ing lesion of eosinophilic granuloma is related to the 
lesion in Hand-Schuller-Christian’s disease and Let- 
terer-Siwe’s disease. They regard it as primarily a dis- 
ease involving the reticuloendothelial system and this 
accounts for its diffuse nature. They suggest that the 
initiating cause may be an unknown agent, perhaps 
an abnormal protein which has been produced by 
the reticuloendothelial cells in place of the modified 
plasma proteins or antibodies which are normally pro- 
duced by this system. They point out that it is not a 
true generalized condition of the skeletal system be- 
cause it is limited to the membranous bones and to 
the proximal aspect of the limb bones. Roentgeno- 
grams of the lung showed a generalized diffuse infil- 
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tration with fine miliary change in the lung pattern 
of both lung fields. This has been pointed out pre- 
viously, and in the 6 years in which this patient was 
under observation there was no change in the lung 
picture. Radiotherapy was given to this patient in 
early stages with temporary alleviation of pain, which, 
however, recurred within 6 months. Cortisone therapy 
was also tried but the patient did not seem to improve. 
Operation with excision of the diseased area and pack- 
ing with cancellous bone chips was done and, although 
there did not seem to be any attempt at repair, the 
patient was at least ambulated. 
—Edgar L. Ralston, M.D. 


Round-Cell Tumors of Bone. GzEorcE Lumps and D. H 
Mackenzie. Brit. 7. Surg., 1956, 43: 380. 


WHEN THE DIAGNosIs of a malignant tumor of bone is 
made by biopsy, this tumor may be placed in one of 
two categories, depending upon whether its cells are 
predominantly round or spindle-shaped. The tumor is 
composed of uniformly round cells; it may be metastatic 
or primary from the bone marrow, or it may be a 
primary round cell tumor of uncertain origin, such as 
Ewing’s tumor, or a neuroblastoma. Distinction be- 
tween Ewing’s tumor, primary reticulum-cell sarcoma 
of bone, and metastatic neuroblastoma in bone has 
presented the greatest difficulty in the past. The pres- 
ent article concerns 23 cases in which round cells pre- 
dominated in the tumor tissue. Myelomas and meta- 
static lesions were not included among these 23 cases. 

The 23 cases were grouped as follows: Five cases of 
true neuroblastoma, 4 cases of true reticulum-cell 
sarcoma, 10 cases regarded as true Ewing’s tumor and, 
finally, 4 cases which could not be given a definite 
diagnosis. 

With this classification in mind, the authors noted 
that there was considerable difficulty in arrival at a 
definite diagnosis, and they stress the point that only 
occasionally, at autopsy, can a definite diagnosis be 
made. The authors, however, believe that the primary 
round-cell tumor of bone does exist and that it can be 
distinguished from myeloma and reticulum cell sar- 
coma. They also believe that it is correct to retain the 
title of “‘Ewing’s tumor’”’ for this type of lesion. 

The authors close this paper with a plea for addi- 
tional postmortem material and study to clarify this 
situation. —E. W. Johnson, jr., M.D. 


Upper Extremity Prostheses in Juvenile Amputees. 
Craupe N. LamBert. 7. Bone Surg., 1956, 38-A: 421. 


THE AUTHOR has organized an Upper Extremity Pros- 
theses Clinic at the University of Illinois, in the De- 
partment of Orthopedic Surgery. During a 3 year 
period, 248 patients have been observed. Their ages 
range from 4 months to 77 years. Adults numbered 
143, and juvenile amputees numbered 105. 

These studies were confined to juvenile amputees 
whose ages ranged from 2 to 20 years. With increasing 
experience, the author has extended his services to 
children younger than the age advocated elsewhere. 





He maintains that the younger the child, the sooner 
the amputee learns to use the prostheses. 

The 60 cases of juvenile congenital and surgical 
amputations of the upper extremity are as follows: 
above the elbow, 9 congenital and 7 surgical; below 
the elbow, 36 congenital and 10 surgical; elbow dis- 
articulation, none congenital, and 1 surgical; shoulder 
disarticulation, 4 congenital and none surgical. The 
overt discrepancy is, of course, due to bilateral ampu- 
tations in some patients. 

The prostheses used in the present series have been 
equipped with a voluntary-opening hook as the termi- 
nal device. The author is very optimistic concerning 
his unique program and has achieved remarkable 
rehabilitation in these 60 otherwise handicapped 
juveniles. He recommends a better understanding of 
the parents, the need of early appliance of the pros- 
theses, speedier manufacturing of this equipment, and 
increased enthusiasm on the part of some educational 
institutions to utilize such prostheses. 

—Samuel L. Governale, M.D. 


Sudeck’s Atrophy in the Hand. L. W. PLewes. 7. Bone 
Surg., 1956, 38-B: 195. 


SUDECK’s ATROPHY or posttraumatic osteodystrophy is 
a relatively rare condition. The author finds that it is 
not uncommon in the hand and that it responds well 
to conservative treatment, if begun within 6 weeks of 
the onset of symptoms. 

During the period from 1952 to 1954 a total of 80,- 
000 new patients were seen in the Accident Services of 
the Luton and Hitchin group of hospitals. Thirty-seven 
patients with Sudeck’s atrophy were seen during this 
same period. Two-thirds of the patients were women. 
The average age was 58 years. The causative factor 
was most often an injury in the region of the wrist. 

The main symptoms are pain, swelling, and dys- 
function. At an average of 8 weeks following the injury 
there develops hyperemia, loss of Lange’s lines, oblit- 
eration ofskin creases, loss of turgor in the pulp, changes 
in skin temperature and color, nail ridges, limitation 
of motion, and tenderness. Power of grip is lessened 
and the volume of the hand is increased. 

Spotty rarefaction involving the ends of the phal- 
anges and metacarpals is the principal roentgenologic 
finding, in 6 or 8 weeks. At times the ends of the radius 
and ulna are involved. 

Conservative treatment is favored by the author and 
consists in the application of heat, elevation of the 
limb, and graded function. Heat is applied in the form 
of hot molten wax. The hand is covered with a poly- 
ethylene glove and is then elevated in an enclosed 
radiant heat cradle. Supervised exercises and work in 
a remedial workshop are instituted. The power of the 
grip and the hand volume are recorded regularly. 
Treatment is successful. Illustrative cases and the 
results obtained are presented. ° 

Thickening of the palmar fascia and Dupuytren’s 
contracture occurred in several patients. In others it 
was present before the onset of Sudeck’s atrophy and 
in each of these it became temporarily worse. The 
author believes that Sudeck’s atrophy is nearly always 
accompanied by an alteration in the palmar fascia 
which may go on toa typical Dupuytren’s contracture. 

— Donald C. Geist, M.D. 
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Chondrosarcoma of the Proximal Portion of the 
Femur Treated by Resection and Bone Replace- 
ment; a Six Year Result. VERNon P. THOMPSON and 
Crain T. STEGGALL. 7. Bone Surg., 1956, 38-A: 357, 


THE AUTHORS present in great detail a case of chondro- 
sarcoma of the proximal portion of the femur which 
was treated by total resection. The resected specimen 
was then autoclaved and replaced. Subsequently, an 
arthrodesis of the hip joint was performed. The pa- 
tient is alive and well 6 years after the original surgery. 
The authors show numerous specimens and films as 
well as color illustrations to document the case. 
—Norman 7. Rosenberg, M.D. 


Chondromalacia of the Patella. Puitip Wes, P. S. 
Anprews, and M. B. Devas. 7. Bone Surg., 1956, 
38-B: 95. 


THE PRESENT REPORT concerns 65 knees with chondro- 
malacia of the patella seen at operation. In 19 of the 
knees in which this change was found in the patella, 
the cartilage was left untouched. The remaining 46 
were treated by removal of all or part of the articular 
cartilage, or by excision of the patella. Of these, the 
results were rated as good in 24, fair in 7, bad in 6, 
and unknown in 9. They consider that chondromalacia 
begins as a nodular swelling of part of the articular 
cartilage. This is situated more often on the medial 
than on the lateral facet just below the center. Fissures 
develop in this zone and radiate from it, splitting the 
cartilage into irregular flakes. It has been shown that 
this cartilage loses its normal elasticity. The damaged 
cartilage, at first raised above the level of the surround- 
ing articular surface, gradually becomes thinner and 
the flakes acquire a shaggy appearance. As the disease 
becomes progressive, the size of the damaged area in- 
creases and involves most of the medial facet, the ridge, 
and the lateral facet, usually in this order. Osteophytes 
may then later develop at the margin of patellar car- 
tilage where it joins the synovial membrane and cap- 
sular tissues. As the medial facet is the most frequent 
site of cartilage damage, so it is the usual site of osteo- 
phyte formation. 

Histologically, the earliest change is an alteration in 
the chemical structure of the matrix with no change in 
the appearance of the cartilage cells themselves. Fis- 
sures are then seen developing next running tangen- 
tially to the surface. This may often be present in the 
degenerate cartilage when fissuring is well developed. 
As the process develops further, there are focal areas 
in which the cartilage cells show hyperplasia both by 
forming cell nests and by return of the staining prop- 
erties of the ground substance in and around the nest. 
The reaction of bone underlying the areas of chondro- 
malacia is proliferative. Later small bone cysts may 
form beneath the cartilage. 

Etiologically, the authors point out that there is an 
incongruity in the medial facet of the patella as it 
articulates with the medial condyle of the femur. It 
has been previously pointed out in a study of osteo- 
arthritis of the hip joint that this process is most likely 
to start in the nonweight-bearing portion rather than 
in the weight-bearing areas of the femoral head. This 
may be true of the patella as well. 

Diagnosis can be made clinically when the examiner 
looks for it. There may be a history of injury. The pa- 
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Fic. 1 (Reimers). Metallic splint for fixing and maintaining the bone graft intact. A, Splint with 
spinous projections for shorter stretches of splinting with retaining bolts and slotted wedge retainer. 


B, Technique of application: @, preliminary boring of the bone canal by means of the “awl forceps” 
for accommodation of the bolt; 5, the bolt with its slotted wedge retainer has been applied and is 
being held by means of the “‘wedging forceps;” ¢, condition following the wedging procedure and 
the bending of the protruding portion of the shaft of the bolt; and d, condition following the biting 
off of the superfluous shaft after the bending procedure. 


tient may complain of some discomfort rather than 
pain and there may be a history of “‘catching.” The 
physical signs are patello-femoral crepitus, pain on 
grating the patella against the femur, tenderness on 
pressure over the articular surface of the patella as it 
is turned from side to side, and a ‘“‘catch” when flexing 
or extending the knee. The authors point out that since 
in many cases the bone is not involved, roentgeno- 
grams are of very little assistance. The authors divide 
the management of their cases into conservative treat- 
ment and operation that may include either shaving 
the cartilage or removal of the patella, with the results 
as already indicated. — Edgar L. Ralston, M.D. 


Congenital Vertical Talus. H. Osmonp-Crarke. 7. 
Bone Surg., 1956, 38-B: 334. 


THE AUTHOR has encountered this deformity on four 
occasions. Furthermore, this condition has been found 
only once in 131 consecutive cases over the past 8 
years. The talus lies vertically in the line of the long 
axis of the tibia, and the forefoot deviates laterally. 
Previous attempts at correction have terminated in 
avascular necrosis in the talus. The article is liberally 
supplied with figures. The operation consists of a lat- 
eral incision of the foot. The head of the talus is coaxed 
dorsally and laterally, and the peroneus brevis was 
dissected back, and then passed through a vertical 
tunnel in the neck of the talus and sutured back onto 
itself. A cast was maintained for 12 weeks in the over- 
corrected position. The correction is still maintained 
18 months later. In fact, it is slightly overcorrected. 
Two children with bilateral deformity were operated 
upon with success in restoring the shape of the foot. 
—Richard 7. Bennett, Fr., M.D. 
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Reconstructive Surgery of Hands with Injured Cen- 
tral Metacarpophalangeal Joints, ERLz E. Peacock, 
JR. J. Bone Surg., 1956, 38-A: 291. 


THE AUTHOR considers the indications and contraindi- 
cations for (1) capsulotomy, (2) amputation with or 
without transfer of the adjacent metacarpal, (3) fusion, 
and (4) recession of the proximal phalanx into the 


palm. All of these procedures are considered useful in 
certain cases of destruction of a single metacarpopha- 
langeal joint. The author illustrates a number of cases, 
and mentions many valuable points concerning the 
technique of these reconstructive procedures. 

This is an excellent article which should be studied 
carefully. — Norman 7. Rosenberg, M.D. 


Posterior Operative Fusion of Sections of the Verte- 
bral Column with the Aid of Internal Splinting 
(Die dorsale Spanverstrebung von Wirbelsaeulenab- 
schnitten mittels innerer Schienung). C. REIMERs. 
Chirurg, 1956, 27: 10. 


FIFTY-EIGHT PATIENTS have been operated on by the 
method developed by the author in 1949. The cases 
here reported are those which came to hand before 
1953, and will permit evaluation of the ultimate results 
obtained. The material consisted of painful isolated 
osteochondroses (32 cases), vertebral tuberculosis (21 
cases), vertebral fractures (2 cases), and painful 
spondylolistheses (3 cases). 

The method consists essentially of the application of 
a paraspinous bone graft (from the iliac crest region) 
to each side, or to one side of the freshened spinous 
processes, the grafts (or graft) being braced on the out- 
side by two modified Lane plates, one on each side 
and held firmly in place by bolts passed through the 
corresponding spinous processes. 

The technique is complicated and, admittedly, still 
not perfected. The instrumentarium is largely original. 
The drawing (Fig. 1A and B) will afford an idea of the 
individual steps of the procedure. 

The advantages of this technique lie in the fact that 
it isa guarantee against breakage of the graft, a much- 
feared catastrophy which has not been experienced in 
the author’s entire material, and in the fact that the 
patient can be gotten up out of bed early. The post- 
operative treatment consists in keeping the patient 
flat on his back on a rigid mattress for 10 days; then 
bed gymnastics are started with the patient turned on 
his stomach. He is then gotten up and about after 47 
days (in the tuberculous cases) on the average, and in 
the other conditions (osteochondrosis, spondylolis- 
thesis, vertebral fracture), after an average period 
of 26 days. 












The most serious shortcoming of the method lies in 
the inclusion of the first sacral vertebra in the fusion 
operation. When the first sacral spine is found to be 
practically absent or at least insufficient for the burden 
placed upon it by the bolting to the metallic splints, 
the author allows the bone graft to project beyond the 
splint and fastens this projecting end to the sacrum by 
means of a couple of wire loops, an expedient that is 
utilized in lieu of some better method which may be 
developed later. The author is also dissatisfied with the 
results obtained with the longer splints in instances of 
scoliosis and, therefore, has omitted such material 
from this discussion. 

Roentgenograms in the original text illustrate the 
results procured. — John W. Brennan, M.D. 


Compression Osteosynthesis with Special Considera- 
tion of Arthrodesis of the Knee Joint (Die kom- 
pressionsosteosynthese unter besonderer Berueck- 
sichtigung der Kniearthrodese), M. E. MUutter. 
Helvet. chir. acta, 1955, 22: 474. 


THE AUTHOR discusses his experience with compression 
arthrodesis of the joints: 10 of the shoulder, 9 of the 
knee, 10 of the ankle and 11 combination arthrodeses 
of the foot were performed. In 8 cases a rotation osteo- 
tomy of the tibia, and in 75 an intertrochanteric 
osteotomy of the femur was done. The compression 
arthrodesis of the knee joint is discussed in detail. An 
apparatus as described by Charnley, or a slight mod- 
ification of it, was used. Two Steinmann pins of 4 
millimeter thickness were introduced, one from 2 to 
4 centimeters above the joint surface, and the other, 
the same distance below it; then, at 170 degrees of 
flexion, a compression force of from 50 to 100 kilograms 


was applied. The average duration of healing was 3 


months. 

The biological factors of rapid osteosynthesis are 
attributed to reduction of the distance between the 
bony surfaces, and the elimination of shearing and 
bending forces at the site of compression. The com- 
pression also creates hyperemia and stimulates osteo- 
blastic activity. This is shown by the increased density 
of the bone at the site of osteosynthesis which one sees 
in the roentgenograms. The biopsies which were car- 
ried out 4 weeks after the joint resection also proved 
that the osseous surfaces were united by an extremely 
dense spongy bone. Photographs of the compression 
apparatus and roentgenograms of several typical cases 
are also included in this article. In general, the authors 
were very pleased with the end results and the sim- 
plicity of the technique of this type of arthrodesis. 

—George Wichman, M.D. 


The Results of Tibiotarsal Arthrodesis in 17 Cases 
(Résultats de l’arthrodése tibio-tarsienne; a propos de 
17 cas). INGELRANS, LACHERETZ, and J. Nicout. Lille 
chir., 1955, 10: 219. 


IN THE PAST FEW YEARS astragalectomy has fallen into 
disrepute. Indeed, the only good results obtained in 
adults were those in which an ankylosis of the ankle 
joint was effected. A tibiotarsal arthrodesis was per- 
formed in 7 cases of tuberculosis. In 4 cases the indica- 
tion was a posttraumatic arthrosis. In 6 cases of flail 
feet the tibiotarsal arthrodesis was combined with a 
triple arthrodesis, thus effecting a panarthrodesis. 
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In 10 cases an anterior approach was used for the 
tibiotarsal arthrodesis and the bone graft was removed 
from the tibia. When a panarthrodesis was performed 
the Lorthioir technique was used. This technique con- 
sists of a temporary astragalectomy followed by the 
use of the astragalus as a graft. 

In 2 cases, pressure between the bony surfaces was 
obtained by means of two parallel Steinmann pins 
introduced in the tibia and the calcaneus. In these 
cases sound union was obtained within a period of 
2 months. 

The foot was kept in a position of 5 to 10 degrees of 
plantar flexion in the simple cases; however, in cases 
of poliomyelitis, 10 or 20 degrees were left for passive 
stabilization of the knee. 

In malunion and posttraumatic arthrosis there were 
2 good results among 4 cases. In tuberculosis of the 
ankle joint the results were very good and much better 
than after astragalectomy. In all of these cases the 
tuberculous disease had been stabilized with antibi- 
otics and immobilization. Consolidation, however, 
was very slow. In most of the cases 4 months elapsed 
before the grafts united, although 7 to 10 months 
elapsed before the fusion between the two joint sur- 
faces was complete. In one case in which a compression 
arthrodesis had been carried out, union was solid in 2 
months. 

In the cases of poliomyelitis, fusion was obtained in 
4 to 5 months with the regular technique. With com- 
pression technique, however, there was roentgenologic 
evidence of fusion after 1 month. 

— Joseph C. Mulier, M.D. 


The Results of Lambrinudi’s Arthrodesis in Paralytic 
Pes Equinus (Résultats de l’opération de Lambrinudi 
dans le pied équin paralytique). INcGELRANs, Lacu- 
ERETZ, and Hayem. Lille chir., 1955, 10: 213. 


LAMBRINUDI’S TECHNIQUE for the correction of drop- 
foot was introduced in France in 1944. The effect of 
the operation is a double one since it combines the 
effect of a triple arthrodesis with that of an arthrorisis 
of the ankle joint. The degree to which the footdrop is 
prevented depends upon the wedge which is removed 
from the astragalus in the subastragaloid joint. 

Fifteen operations of Lambrinudi were performed 
by the authors, 6 on polio patients, 5 on patients with 
spastic paralysis, and 4 on patients in whom the re- 
sults were too recent for evaluation. 

In general the results were very satisfactory. An 
arthrorisis was always obtained and this effect was 
lasting. The bone wedge to be removed should be 
accurately measured on the x-rays before surgery. 

To correct the varus of the hindfoot an arthrodesis 
between the calcaneus and the cuboid must always 
complete the procedure. 

Since the articular surface of the talus is narrower 
posteriorly than anteriorly there seems to be some 
danger for laxity of the ankle joint when the talus is 
placed in a maximal equinus position. None of the 
cases presented such a laxity after surgery. Laxity at 
the ankle joint, however, was considered a contraindi- 
cation for surgery. 

The functional results were very good. In 6 of the 6 
cases with poliomyelitis the gait was very satisfactory 
and there was no pain. Among the spastic cases there 
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were 3 good and 2 fair results. The results were defi- 
nitely better than the results of bone blocks. 
(In the author’s experience there were only two 
good results in six bone blocks.) 
— Joseph C. Mulier, M.D. 


FRACTURES AND DISLOCATIONS 


Fractures in Children (Frakturen in Kindesalter). K. 
RiepEL. Deut. med. Wschr., 1956, 81: 32. 


THE AUTHOR discusses briefly the difference between 
fractures in children and fractures in adults. He points 
out that the fractures through the epiphysial plate may 
lead to disturbance of growth and to deformities. In 
fractures about the elbow an ischemic contracture of 
the forearm muscles may develop. Because of a well 
developed periosteum in childhood the greenstick type 
of fracture is very common. Since the displacement of 
the fragments fails to occur in this type of fracture, a 
closed reduction and immobilization of the fragments 
leads to rapid healing. The fractures are divided into 
3 groups: birth injuries, fractures that occur in late 
childhood, and pathological fractures. 

Fractures of the shaft of the humerus due to birth 
injuries occur often in breech presentation in which 
the arms have to be delivered under considerable ten- 
sion. When a roentgenograph is taken it should always 
include the upper and lower epiphysis in order to ex- 
clude dislocation or epiphysial slipping. Injuries to the 
main artery and the brachial plexusshould be excluded. 
The treatment of arm fractures without displacement 
consists of the use of a plaster-of-paris spica with the 
elbow flexed and the forearm rotated outwardly. When 
overriding of the fragments is present traction by 
means of adhesive tape extension may be used. The 
pull should be continuous for 2 to 3 weeks until a solid 
callus is seen on the roentgenograms. This should be 
followed up with a spica cast until complete healing 
occurs. The fracture through the distal or proximal 
epiphysis should also be treated with traction. When 
a soft tissue swelling occurs over the shoulder, a frac- 
ture of the clavicle should be suspected. It should be 
treated with a figure-of-8 bandage. Even overriding 
may be corrected with this simple treatment. 

Fractures of the femur should be treated with vertical 
traction until the age of 5. After 2 or 3 weeks of trac- 
tion, when sufficient callus is shown on the roentgeno- 
grams, a hip spica should be applied until complete 
healing occurs. In all femoral fractures a dislocation at 
the hip joint and epiphysial slipping should always be 
excluded at the first examination. In doubtful cases a 
roentgenogram should be repeated a few days after 
the accident. It usually shows the presence of a new 
callus formation at the site of the fracture. If satis- 
factory reduction cannot be accomplished by the closed 
method an open reduction may be necessary. It should 
consist of osteotomy in order to restore the femoral 
neck angle. It should not be done before the age of 5. 
Fractures through the distal femoral epiphysis should 
be reduced very meticulously, since even slight incon- 
formity may lead to genu valgum or varum. After re- 
duction a plaster-of-paris spica should be used for 
immobilization. 

The treatment of fractures which occur in osteo- 
genesis imperfecta should follow the same principles. 


Prevention of recurrence is of great importance. Frac- 
tures which occur in congenital pseudarthrosis are 
very difficult to treat and offer a poor prognosis. The 
greenstick fractures which consist of angulation of the 
shaft without displacement should be treated by closed 
reduction and immobilization. Fractures of the femur 
in older children should be treated with skeletal trac- 
tion until callus formation is seen on the roentgeno- 
grams; then a spica cast should be applied until the 
healing is completed. Intramedullary rods and other 
types of internal fixation may interfere with the growth, 
and generally should be avoided in childhood. Frac- 
tures of the upper third of the humerus in older chil- 
dren should be treated with adhesive tape traction 
and those in the lower third with skeletal traction 
through the olecranon. 

In supracondylar fractures, nerve damage around 
the elbow joint or the development of ischemic con- 
tracture should be watched for. The fractures of the 
tibia and fibula may be treated with skeletal traction 
with the pin through the os calcis. The supracondylar 
fracture of the femur which frequently results from 
even minor traumas in previously weakened knees 
should be treated with closed reduction and immobili- 
zation in a spica cast. If the reduction of the fracture 
is not satisfactory a varus or a valgus deformity of the 
knee may result. 

Fractures of the clavicle in older children should be 
treated according to the previously described principles 
In the rare cases in which pseudarthrosis results, an 
open reduction is necessary. The fractures of short 
metatarsal and metacarpal bones without displace- 
ment should be treated with immobilization. 

The treatment of pathological fractures in children 
is also briefly discussed in this article. Several roent- 
genograms are presented. —George Wichman, M.D. 


“Dynamic Osteosynthesis” According to Rush, a Val- 
uable Complement to Kiintscher Nailing (Die 
“dynamische Osteosynthese” nach Rush, eine wert- 
volle Vervollstaendigung der Kiintscher-Nagelung). 
Heinz GE.BKE. Chirurg, 1955, 26: 529. 


THE RUSH METHOD is not a “‘nailing”’ in the same sense 
as the Kiintscher nailing. ‘“‘Medullary stiffening” or 
“elastic medullary nailing” are terms which may be 
applied to the Rush method. ‘Medullary nailing” 
according to Kiintscher’sdefinition is only nailing when 
a long surface of bone is in intimate contact with the 
nail. The Kiintscher technique can give rise to many 
well known difficulties. The medullary canal often 
needs reaming in order to accept the nail. If there is a 
marked curvature of the bone the reaming becomes 
impossible and the nail cannot be introduced into the 
medullary cavity. 

In fractures which are near joints, stable osteosyn- 
thesis cannot be attained. This ideal condition is 
attained only in fractures of the midshaft region of the 
tubular bones. In the regions where the spongiosa 
widens at the expense of the compacta one must be 
content with compromises. In spite of many different 
methods of fixation, the nailing of fractures near joints 
has remained unsatisfactory. 

There are many fractures which are not amenable 
to nailing. Therefore, the conservative methods will 
always remain in use. However, conservative measures 











are being abandoned when nailing or other internal 
fixation is possible. Generally one can say that proper 
osteosynthesis has an advantage over conservative pro- 
cedures. 

The advantages of osteosynthesis are: (1) the reduc- 
tion of time lost from work and time spent in the hos- 
pital stay, (2) the decreased cost to the insurance 
carrier, (3) the reduction of joint stiffening which fol- 
lows prolonged plaster immobilization, (4) the accuracy 
of the anatomical reduction which is usually obtained, 
and (5) the decrease in nursing care required. 

Closed nailing is attended by many difficulties, in- 
cluding the difficulty in obtaining reduction with in- 
creased tissue trauma. The trauma to the tissues and 
the risk of infection in open reduction have been 
greatly reduced by modern techniques and the anti- 
biotics. In the author’s clinic closed nailings have been 
avoided. Exposure to the x-rays is one great deterrent 
to closed nailing in his clinic. Extensive stripping of the 
bone ends in open nailing is not necessary, which leads 
the author to call the procedure “half open nailing.” 

Simplification and standardization are the require- 
ments for the popularization of any operative proce- 
dure. The techniques involved in the open nailing of 
fractures are difficult and highly specialized. The vio- 
lation of basicfundamentals brings undeserved discredit 
to the method. 

It is not necessary to produce a rigidly stable nailing 
in every case, although this is the ideal result. It is 
unnecessary for every patient to begin motion on the 
day after surgery. The institution of motion should be 
varied to suit the individual fracture. One must dis- 
tinguish between motion of the nailed extremity and 
weight bearing on the extremity, and start each at the 
proper time. In fractures near joints, motion can gen- 
erally be started 10 to 14 days after surgery. Weight- 
bearing should not be started for 4 to 6 weeks. 

The principle of Rush nailing is elastic or “dynamic” 
tension. A balance is established between the nails and 
the muscles. Metallurgical studies have produced a 
nail of the proper malleability. It is not so brittle that 
it breaks while being driven and not so soft that it 
bends under the stress of muscular contraction. The 
nail is round and solid and its end is beveled. The 
bevel is meant to slide along the cortex and pass over 
any unevenness in the bone or fracture site. The hook 
on the nail allows the nail to be rotated, if necessary, 
during introduction, and also facilitates its removal. 
This is regarded as an advantage over the Kiintscher 
nail of which the eye frequently breaks, or the hook of 
the extractor may break. The nails are produced in 
four diameters and many lengths. 

The elastic force of the Rush nail is determined by 
the length and diameter of the nail and the degree to 
which it is bent in the medullary cavity. The force also 
depends upon the angle of introduction of the nail, and 
can be reduced by bending the nail before it is intro- 
duced. 

In a fracture near a joint two nails are used, which 
enormously increases the elastic force and produces 
greater stability of the fracture. The author regards 
the nailing of fractures near joints with two nails as the 
chief indication for Rush nailing. 

The experience at the author’s clinic is sufficient to 
permit a preliminary report, not as a definite opinion 
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but as a stimulus to further study. In supracondylar 
fractures of the femur good results have been obtained 
by using two Rush nails. In 2 cases good results were 
obtained by this method after Kiintscher nails had 
failed. In some cases which ordinarily would have been 
treated with a Kiintscher nail, Rush nails were used, 
No disadvantages were noted. 

A supramalleolar fracture of the tibia is illustrated, 
in which two Rush nails were used with two encircling 
wire sutures. A stable reduction was obtained which 
could not have been produced by a Kintscher nail. 

The question of whether or not nailing through the 
distal tibiofibular joint produces any difficulty has not 
been settled. In the author’s cases of nailing of distal 
tibial fractures with two nails introduced from the dis- 
tal end motion of the ankle joint was more trouble- 
some than expected. In some cases the elastic force of 
the nail had caused the lateral nail to bury itself deep 
in the fibula, and perhaps irritate the tibiofibulotalar 
joint. In an effort to avoid this it is suggested that, when 
possible, the medial nail be introduced distally and the 
lateral nail proximally. 

As in Kintscher nailing, many questions have not 
yet been settled in Rush nailing. More experience is 
needed. However, Rush nailing has proved a valuable 
addition to the treatment of fractures near joints and 
is now the method of choice. The Rush nail has closed 
a therapeutic gap in the Kiintscher nailing method. 

—Robert D. Larsen, M.D. 


Results of the Treatment of Fresh Transverse Supra- 


condyloid Fractures of the Humerus in the Child; . 


62 Cases (Résultats du traitement de la fracture sus- 
condylienne transverse récente de lhumérus chez 
Penfant; a propos de 62 cas). INGELRANS, LACHERETZ, 
and Janny. Lille chir., 1955, 10: 227. 


At of the patients in this material had had a trans- 
verse supracondyloid fracture with sufficient displace- 
ment of the fragments as to require correction. Their 
ages ranged from 7 to 14 years; all of the fractures 
were of the extension type with posterior dislocation 
of the distal fragment of the humerus. 

The criteria for evaluating the results were those 
suggested by Irwin, viz., in perfect results the move- 
ments and form of the elbow are completely normal, 
in very good results there is complete flexion and an 
extension of 160 degrees, or flexion of 40 degrees and 
extension of 170 degrees, the form of the elbow being 
normal; in good results there is flexion of at least 50 
degrees with good extension, or an extension of at 
least 140 degrees with good flexion; in insufficient re- 
sults flexion does not attain 50 degrees, or extension 
170 degrees, or there is a cubitus varus of more than 5 
degrees no matter what the amplitude of motion; in 
bad results flexion does not surpass 90 degrees or there 
is an ankylosis. 

In 18 of the patients the displacement was not im- 
portant, the condition being treated by simple ortho- 
pedic measures, with 13 perfect results and 5 very good 
results. Of the remaining fractures, that is, those in 
which the displacement was important, 14 were treated 
with simple orthopedic measures with 5 perfect results, 
4 very good results, and 1 good and 1 insufficient re- 
sult. Because of the impossibility of reduction or be- 
cause of recurrence of the displacement while the limb 
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was in the cast, the remaining 18 fractures of this last 
group were treated by continuous extension or by 
surgical intervention. 

The method of continuous extension is that devel- 
oped in France by Leveuf and Godart; essentially it 
consists of passing a Kirschner wire through the upper 
end of the ulna. Great care must be taken to protect 
the ulnar nerve. The distal fragment should be tensed 
on a special stirrup and must be manipulated into 
place by varying the tensions centering on the stirrup. 

In 11 patients this method was applied after failure 
of orthopedic measures, with 1 good, 4 very good and 
5 perfect results. 

In 5 instances, an intramedullary nailing was done 
after the reduction. This consisted of passing a Kirsch- 
ner wire percutaneously from a point beside the ole- 
cranon, through the joint, and thus transfixing the 
distal fragment to the proximal one. This method gave 
3 perfect results, and 1 insufficient and 1 poor result. 
The poor and insufficient results are ascribed to the 
use of too light a wire. 

Eleven subjects underwent an open surgical reduc- 
tion. This was carried out through a bayonet incision; 
that is, one branch of the incision was made to the 
lateral side of the upper arm and the other branch to 
the medial side of the forearm, the incision crossing 
over at the elbow. Following this method of reduction, 
there was 1 instance in which the reduction was anat- 
omically perfect but the result was insufficient (in- 
fection, sequestration, and eventual ankylosis); all of 
the other results from this method were good (5 per- 
fect, 2 very good, 2 good). 

In this material there were no instances of a pure 
nerve lesion. There were 5 instances of a vasculonerv- 
ous lesion. All of these conditions could be remedied 
satisfactorily except in 1 instance in which Volkmann’s 
syndrome developed. 

From the results here cited in abridged form, the 
authors came to the following conclusions regarding 
the treatment of this type of fracture. In fractures with 
slight or no displacement the orthopedic method af- 
fords constantly favorable results. If orthopedic meas- 
ures fail, continuous extension nearly always produces 
good results. The method, however, is difficult to apply, 
especially in intractable children, and requires con- 
stant surveillance and frequent roentgenographic 
controls. In cases in which a correction by continuous 
extension is impossible operation is indicated; its re- 
sults are frequently favorable. 

— John W. Brennan, M.D. 


When is the Treatment of Tibial Plateau Fractures 
with Compression Screws Indicated? (Wann ist die 
Behandlung der Tibiakopffraktur mit der kompri- 
mierenden Schraube indiziert)? U. J. WaAssner. 
Chirurg, 1955: 26: 536. 


No EXTREMITY FRACTURE is more difficult to treat than 
the fracture of the tibial plateau. Injuries to the menis- 
cus or collateral ligaments as well as frequent com- 
minutions complicate the treatment. 

Various methods of treatment do not always yield 
satisfactory results. Instability of the knee, pain, and 
stiffness are frequent sequelae. 

The method which the author prefers involves fixa- 
tion with a threaded wire and compression with nuts 
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screwed onto the wire. The basic method is attributed 
to Andreesen. 

Because of the soft, spongy bone in the head of the 
tibia the usual screws and nails have little holding 
power. Fixation of the tibial plateau fractures is suc- 
cessful only when the fragment to be fixed has a corti- 
cal surface for the nut to press against and the oppo- 
site fragment has a cortical surface for counterpressure 
The wire must be so placed that the important vessels 
and nerves, especially the peroneal nerve, are not 
irritated. 

The size of the fragment and the plane of the frac- 
ture must be correctly determined. Frequently roent- 
genograms taken in several planes are necessary to 
determine the three dimensional displacement of the 
fragment. An accurate spatial concept of the fracture 
is necessary for satisfactory reduction. A good joint 
cannot be expected unless the joint surface is accurately 
repositioned. 

Occasionally, the reduction of the depressed joint 
surface is very difficult. Various operative maneuvers 
may be necessary to accomplish reduction. Frequently 
elevation of the depressed fragment can be accom- 
plished by pressure over the central point of the frag- 
ment. The central point is defined as the point at 
which pressure spreads out equally in all directions. 

Three requirements must be met before threaded 
wire fixation can be undertaken: (1) the fragment 
must have a cortical surface, (2) three planes must be 
considered in placing the wire, and (3) it must be pos- 
sible to place the screw so that important vessels and 
nerves are not injured. 

If the conservative methods fail the author makes 
a 2 centimeter incision over the fragment and reduces 
it with a bone hook. The threaded wire is then passed 
through the fragment and across the head of the tibia. 
A counter incision is made where the wire pierces the 
skin. A nut is then threaded on each end and drawn 
up so as to compress the fragments. Plaster immobiliz- 
ation is maintained for 6 to 8 weeks. 

In the last 2 years the author has treated 27 patients 
with tibial plateau fractures—12 with the threaded 
wire. In 11 the result as shown by the roentgenogram 
was good. Seven patients had 120 degrees of knee 
flexion and were free of pain. Three had 90 degrees of 
joint motion and had pain after prolonged walking. 
Two have been treated too recently to evaluate the 
results properly. 

Only time will show whether secondary arthrosis 
reduces the good results. —Robert D. Larsen, M.D. 


ORTHOPEDICS IN GENERAL 


Segmentary Anteroposterior Mobility of the Cervical 
pine. A. Ano, O. VarRTIAINEN, and O. SALo. Ann. 
med. int. fenn., 1955, 44: 287. 


THE AUTHORS’ PRESENTATION is, indeed, an interesting 
one and emanates from the Second Medical Clinic, 
University of Helsinki. Conventional roentgenographic 
studies, according to the writers, do not substantially 
show incipient diseases of the cervical spine unless an 
accurate functional roentgenologic examination is 
made. These studies are most revealing when one flexes 
the movable segments in the anteroposterior, lateral, 
and oblique planes. It is clearly pointed out that a 
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roentgen picture of the cervical spine at physiologic 
rest may fail to elicit the presence of: (a) intervertebral 
chondrosis (affects the intervertebral space only), (b) 
chondrosis (whole segment involved), and (c) spon- 
dylyarthrosis deformans. 

The series is comprised of 48 cervical spines observed 
in their outpatient department. They were divided 
into three groups. 

Group 1 (control group) consisted of 15 cases with 
no clinical symptoms or roentgenographic abnormal- 
ities. 

Group 2 was made up of 18 cervical spines with no 
roentgenologic signs of osteosis, but with the roentgen 
diagnosis of chondrosis and intervertebral chondrosis. 
Interestingly enough 11 cases in this series were asymp- 
tomatic and the patients complained of pain in the 
neck, shoulders, chest, and upper extremities. 

The writers suggest that forward flexion of the spine is 
most advantageous in the diagnosis of chondrosis. On 
the other hand, subluxation of the transverse apophysis 
can be distinguished by a torsion of the neck. Back- 
ward flexion elicits intervertebral chondrosis. 

Group 3 was comprised of 15 patients with advanced 
morphologic changes in the cervical movable seg- 
ments, namely, intervertebral osteochondrosis, osteo- 
chondrosis, and spondylarthrosis deformans. In the 
majority of cases, pain was elicited in the chest, neck, 
and upper extremities; vertigo and headaches were 
noted in 2 cases. No pathologic abnormality of the 
cervical spinal movements was noted in the patients 
with intervertebral osteochondrosis, osteochondrosis, 
and spondylarthrosis deformans. However, mobility 
was restricted, the intervertebral spaces were narrowed, 
and the contour of the cervical spine disclosed a dem- 
onstrable angularity at rest. Subluxation of the joints is 
said to cause vertigo and headaches by virtue of pres- 
sure upon the vertebral artery and sympathetic nerves. 

—Samuel L. Governale, M.D. 


Obscure Spontaneous Fractures and Renal Oste- 
opathy (Schleichende Spontanfrakturen und renale 
Osteopathie), Hans-Joacnim KAuHLER. Langenbecks 
Arch, u. Deut. Lschr. Chir., 1955, 281: 192. 


THE AUTHOR reviews the literature on spontaneous 
fractures of the bones. Two types can generally be 
distinguished. The first type occursin previously healthy 


bone and is due to chronic stress, such as a march 
fracture. The second type has been described by Milk. 
man and is associated with systemic disease. It occurs 
in rickets, osteomalacia, Padget’s disease, osteoporosis, 
and in osteogenesis imperfecta. Also fractures due to 
renal osteopathy have been described and reported. 

In the present article the author describes a case in 
which a diagnosis of cystic kidney was made. The pa- 
tient was a 32 year old white female who developed 
pain in the chest, pelvis, and both hips. On admission 
the laboratory data were as follows; serum calcium § 
mgm. per cent, potassium 21.2 mgm. per cent, serum 
phosphorus 3.41 mgm. per cent, alkaline phosphatase 
2.4 mill.mol., urea nitrogen 24 mgm. per cent. The 
roentgenograms revealed fractures involving the sixth, 
seventh, and eighth ribs bilaterally, the right pubic 
ramus of the pelvis, and the greater and lesser tro- 
chanters of both of the femurs. When the patient was 
kept under observation in the hospital and her intake 
of fluid was reduced to the minimum, the serum phos 
phorus rose sharply to 5.56 mgm. per cent. After dehy- 
dration was corrected, and the patient was given large 
dosage of calcium and vitamin D, her symptoms grad- 
ually subsided within 8 weeks. The roentgenograms 
taken at that time showed the presence of good callus 
at the site of the fractures. 

The second patient was a 71 year old white female 
who was seen and treated for generalized arthritis. On 
routine check-up an elevation of the urea nitrogen up 
to 94 mgm. per cent was discovered. Two years later 
the patient was again complaining of severe pain in 
the pelvis. A roentgenogram showed the presence of a 
fracture through the pubic ramus on the right side. No 
history of trauma could be elicited. Shortly after the 
treatment with vitamin D and calcium was started, 
the symptoms subsided. Roentgenograms showed satis- 
factory healing of the fracture. 

The author concludes that perhaps the acidosis and 
secondary retention of serum phosphorus in the early 
uremic stages may have been responsible for skeletal 
changes. The administration of vitamin D, and cal- 
cium, and the correction of dehydration probably led 
to improvement of the renal excretion and secondarily 
to the healing of the fractures. In both cases recur- 
rence may be expected. Roentgenograms are included 
in the text. —George Wichman, M.D. 
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BLOOD VESSELS 


The Treatment of Phlebitis of the Lower Extremities 
by Venous Ligations (Traitement de la phlébite des 
membres inférieurs par ligatures veineuses). J. STAL- 
port, E. Nicoxas, and A. DEMELENNE. Acta chir. belg. 
1955, 54: 834. 


THE AUTHORS present the results obtained in the treat- 
ment of two groups of patients with phlebitis of the 
lower extremities, during the period from January,1952 
to May, 1955. They were treated by high ligation of 
the long saphenous vein only, or by ligation of the su- 
perficial femoral vein, plus high ligation of the long 
saphenous vein after aspiration of the thrombus, if 
present. The superficial femoral vein was ligated just 
below the deep femoral vein. 

After simple high ligation of the long saphenous 
vein, no elastic bandages or Unna paste boots are ap- 
plied, in order to permit close observation and easier 
examination of the extremity involved, but after high 
ligation of the long saphenous vein and of the super- 
ficial femoral vein, an Unna paste boot was applied to 
the knee, and plastic bandages were applied around 
the thigh up to the groin. This prevented swelling of 
the lower extremity. As soon as the patient recovered 
from the general anesthetic, active ambulation was be- 
gun and maintained in order to avoid the formation of 
a thrombus at the point of ligation of the superficial 
femoral vein. No anticoagulants were given. Fairly 
frequently an accumulation of lymph was observed in 
the wound. This subsided after a few needle aspira- 
tions. 

The ages of the 72 patients (17 males and 55 females) 
varied from 20 to 89 years, and the incidence was 
greatest during the period from August to December. 

The results of simple high ligation of the long saphe- 
nous vein in these 72 patients were as follows: In 7 
cases the thrombus extended up to the arch of the long 
saphenous vein. In the great majority of cases the 
phlebitis occurred in patients with more or less pro- 
nounced varicosities. The incidence was highest among 
patients with fever, erysipelas, and pneumonia (47 
cases) and in postpartum females (10 cases). In the 
surgical and obstetrical cases, the onset of phlebitis 
varied between the second and twenty-fifth postopera- 
tive or postpartum day. In this group, postligation 
embolism occurred in 5 cases, 2 of which were fatal. 
Late sequelae consisted of edema with fatigue in 18 
cases, and edema increased by fatigue in 6 cases. 

High ligation of the long saphenous vein and the 
superficial femoral vein was performed in 51 cases (13 
males and 38 females). The ages of the patients varied 
from 21 to 78 years. The condition was bilateral in 36 
patients. In 14 of the 51 patients the thrombus had 
reached the point of junction with the deep femoral 
vein. Phlebitis developed following hysterectomy in 20 
per cent of the patients, medical conditions in 14 per 
cent, prostatectomy in 10 per cent, and cancer in 23 
per cent. The interval between the initial operation 
and onset of the phlebitis varied from 4 to 24 days. An 
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interesting observation was that the patients mani- 
fested a greater sense of security after the ligation, and 
there were no deaths due to embolism following the 
ligation. In 2 cases there was mild pulmonary em- 
bolism which probably originated in the pelvic veins, 
since in 1 patient a rectal prolapse had been repaired 
and in the other a prostatectomy had been performed. 

(1) In conclusion, the authors state that simple high 
ligation of the long saphenous vein offers only a limited 
amount of relief, and gives a false sense of security; 
(2) ligation of the superficial femoral vein at the junc- 
tion with the deep femoral vein, plus ligation of the 
long saphenous vein, protects the patient against em- 
bolism, particularly when performed bilaterally; (3) 
the sequelae after ligation of the superficial femoral 
vein are negligible; (4) the use of anticoagulants should 
be avoided; (5) the problem of a preventive ligation 
in patients who are to be subjected to a predisposing 
procedure still exists, but can be solved by close ob- 
servation. (6) simple removal of the thrombus cannot 
be recommended because (a) the suture line in the 
wall of the vein can become a focus for a new throm- 
bus, (b) it is impossible to aspirate all of the clot pres- 
ent in the lower extremity and the likelihood of recur- 
rence would only be greater. 

—Hellmut Mattheis, M.D. 


The Treatment of Thromboembolism. Joun H. OLwin. 
J. Am. M. Ass., 1956, 160: 1101. 


ANTICOAGULANT THERAPY, rest, and immobilization, 
together with elevation of the lower extremities until 
all signs and symptoms, as indicated by inspection and 
palpation, have disappeared remain the primary prin- 
ciples of treatment in thromboembolic disease. Heat 
and sympathetic ganglion blocks may be helpful in 
overcoming pain due to venous spasm if arterial insufhi- 
ciency is not present. Antibiotics should be used when 
fever is present. 

Ligation therapy is probably contraindicated except 
in those rare instances where embolization occurs 
while under adequate anticoagulant therapy. Tissue 
trauma coincident to surgery would seem likely to 
release thromboplastic substances. Swelling should be 
prevented by the use of constrictive stockings not only 
during the acute phase of the disease, but also in 
chronic disease of the venous drainage system. 

These general principles of treatment apply to super- 
ficial and deep thrombophlebitis, acute subclavian 
thrombosis, subacute and chronic thrombophlebitis, 
peripheral embolism, migratory thrombophlebitis, 
and the postphlebitic syndrome. 

Anticoagulants have reduced the danger of pul- 
monary embolism, have improved the prospects of 
patients with central retinal artery thrombosis, and 
frequently are used prophylactically for long periods 
of time. Heparin may be given in mesenteric throm- 
bosis. 

The average patient with thrombophlebitis who is 
treated by following these principles may be expected 
to recover completely. On the other hand, patients 



































































with postphlebitic syndrome will seldom be cured, 
but may be restored to a comfortable and useful life. 
—Jack A. Thompson, M.D. 


Leriche’s Syndrome (El sindrome de Leriche). JUAN 
bE DutAcska. Prensa méa. argent., 1955, 42: 2835. 


THE SYNDROME described by Leriche in 1940 isa chronic 
thrombosis of the aortoiliac zone, which always starts 
in an iliac artery and is generally observed in individ- 
uals of about 30 years of age. It is a progressive illness 
which in its final phase produces a complete bilateral 
occlusion of the affected iliac zone with involvement 
of the lower part of the abdominal aorta up to the 
renal arteries. 

Upon walking a certain distance, extreme fatigue 
develops in one limb, or both, and in the final phase 
of the disease, this feeling of fatigue is felt from the mo- 
ment the patient attempts to get up. There is a notice- 
able sensation of coldness in one or both lower limbs, 
which is present even when the patient is at rest in bed. 
In the early stages there is a diminishing, and later on 
a complete disappearance of, erection. There is a 
global atrophy in one limb when the process is unilat- 
eral and in both lower limbs when the process is bi- 
lateral. No trophic disturbances either in the patient’s 
nails or skin may be noticed, but during the final stage 
large eschars appear on the legs and on the skin of the 
pelvis. The palpable pulsation of the femoral artery in 
Scarpa’s triangle diminishes and later disappears, first 
on one side, then on the other. The oscillations di- 
minish first on one side, later on the opposite side, and 
in the final phase they disappear. 

Chronic thrombosis of the aortoiliac region is always 
progressive and cannot be controlled by any method of 
vasodilation or anticoagulant treatment. The symp- 
toms become increasingly severe and surgical treat- 
ment is always necessary. 

On the basis of their latest observations, the authors 
state that circulatory insufficiency in the lower limbs 
is due in most cases to aortoiliac occlusion. There is 
loss of pulsation of the iliac and femoral arteries and of 
all the small peripheral arteries, but the femoral ar- 
teries as well as the small branches are unobstructed. 
There is no occlusion in these blood vessels, and the 
lack of pulsation is due only to the fact that it is not 
possible for them to receive blood from the occluded 
iliac arteries. 

In the presence of these symptoms abdominal aor- 
tography is obligatory. The prognosis and treatment 
depend on exact diagnosis. 

Since all of the symptoms mentioned occur asa result 
of thrombosis of the aortoiliac region, the authors be- 
lieve it proper to designate all conditions of this nature 
as Leriche’s syndrome, and to indicate only if the con- 
dition is unilateral or bilateral. 

In conclusion the authorsstate that: (1) Leriche was 
the first to observe, describe, and establish the treat- 
ment of this pathologic process of the aortoiliac region; 
(2) the various symptoms arise from the same patho- 
logic process and differ only because of the several 
phases of its progress; (3) the work of Leriche has 
opened the way towards a new concept regarding cir- 
culatory disturbances in the lower limbs; (3) the pub- 
lished contributions of Leriche on chronic aortoiliac 
thrombosis have demonstrated new possibilities in the 
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surgical treatment of chronic circulatory disturbances 
of the lower limbs. 


Experimental Vascular Grafts; the Effects of Inter. 
posed Autogenous Segments on Homologous Grafts 
Implanted Into the Thoracic Aorta of Growing 
Animals, EpMunp A. Kanar, Lioyp M. Nynvs, 
Horace G. Moore, Jr., RALPH K. Zecu, and Henry 
N. Harkins, Ann. Surg., 1956, 143: 397. 


SINCE HOMOLOGOUs GRAFTs implanted into the thora- 
cic aorta of growing animals fail to keep pace with 
the growth of the host aorta and have a marked 
tendency to develop calcific or atheromalike degener- 
ation, the effects of interposing a segment of auto- 
genous aorta between two homologous segments were 
studied as a possible approach to obviate these unde- 
sirable properties. Such multisegmented grafts were 
placed in the thoracic aortas of healthy weanling 
pigs; and the survivors were sacrificed and studied 
7 to 9 months after the operations, during which time 
there was a gain in body weight of 600 to 900 per cent. 
Both fresh homografts and homografts preserved in 
light mineral oil at 4 degrees C. for one week or more 
were used; the autogenous segments in all instances 
were fresh. 

Insofar as growth in length and diameter of these 
composite grafts is concerned, there was little difference 
in results whether fresh or preserved homologous seg- 
ments were used. Slightly better growth increases were 
obtained when fresh segments were used. A marked 
difference in growth characteristics was noted when 
grafts whose total length measured less than 5 centime- 
ters were compared with those measuring more than 5 
centimeters. The shorter grafts showed much superior 
growth characteristics with respect to length. As an 
example, fresh “short” grafts increased an average of 
93 per cent in length as compared to an average in- 
crease of only 26 per cent with fresh “long” grafts. 
The interposed autogenous segments retain their cel- 
lular integrity and increase in diameter to the same 
degree as the corresponding host aorta. The homo- 
logous segments in all instances are replaced by con- 
nective tissue and show much smaller increments of 
growth in diameter than either the host aorta or the 
autogenous segment. Eighty-one per cent of these 
grafts showed either calcific or atheromalike degen- 
eration. In some, only one of the homograft segments 
was involved; but in most cases these changes occurred 
in both homografts. These changes occurred in about 
the same proportion of fresh and preserved homo- 
grafted segments. 

The technical maneuver of interposing an auto- 
genous segment between two homografts does not 
alter the changes occurring in the homografts. The 
homologous portions of these composite grafts fail to 
enlarge satisfactorily with growth of the host and are 
prone to develop degenerative changes. 

—E. Thomas Boles, M.D. 


Cross-Turned Autogenous Arterial Grafts; Two 
Years’ Observations. A. MureN, O. DAHLBACK, PH. 
SaNpDBLoM, H. IpBourn, and G. Norpnen. Aeta chir. 
scand., 1956, 110: 403. 


Tus is the third report on the experimental use of 
autogenous small artery grafts in replacement of larger 
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arterial segments. Prior reports have indicated good 
results up to one year after graft implantation. The 
method of removing and cross-turning a graft for use 
in a larger vessel is shown in the accompanying dia- 
gram (Fig. 1), which indicates a possible clinical use 
in coarctation of the aorta. 

In the present article, four dogs were sacrificed 24 
to 26 months after removal of a left iliac arterial seg- 
ment which was then cross-turned and sutured into 
the transsected lower abdominal aorta. The pro- 
cedure necessitated ligation of the left common iliac 
artery, but the left femoral pulse gradually returned 
and was normal when the dogs were sacrificed. 

Arteriography demonstrated in one dog that the 
graft was dilated, in two dogs that the lumen was 
slightly constricted, and in the fourth animal that 
the lumen was markedly constricted and uneven. 
Prior to removal all of the specimens appeared to be 
functional. After removal, the first three grafts with- 
stood inflation with water up to 15 times the normal 
arterial pressure, while the very constricted graft 
ruptured along its longitudinal seam at 13 times the 
normal pressure. All four grafts had only half the 
elasticity of the adjacent normal artery, as judged by 
the increase in circumference during inflation. There 
was no gross evidence of calcific or thrombotic plaques, 
although early thrombosis was considered responsible 
for the one very constricted graft. Microscopically, 
the old intima appeared to have been replaced by a 
thick, fibrous lining covered by a new endothelium, 
believed to have arisen from thrombotic investment. 
The muscle, collagen, and elastic fibers had remained 
viable, although muscular elements retained their 
original orientation despite the cross-turning. 
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Fic. 1 (Muren et al.). A possible clinical application of 
the method described. A cross-turned segment of the left 
subclavian artery bridging the gap of the resected part 
of the coarctated aorta. 


The satisfactory 2 year results in these four dogs 
suggest the usefulness of this procedure in the absence 
of arterial bank facilities. Immunologic reactions as 
may occur with heterographs are avoided. No late 
degenerative changes such as calcification or dilata- 
tion, sometimes seen in homografts, were noted. The 
major problem, however, in autogenous arterial graft- 
ing is the production of a graft of adequate diameter 
and length. —Enmile L. Meine, jr., M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Recent Progress in the Surgery of the Aged. (Text in 
Greek.) B. Kourtas. Acta chir. hellen., 1956, 3: 3. 


THE AUTHOR, of the Greek Red Cross Hospital in 
Athens, Greece, reports his observations on 1,715 
cases of aged persons (from 60 to 90 years old) who 
were operated upon during three different 5 year 
periods, 1931 to 1935, 1941 to 1945 and 1949 to 1953. 
Some of the statistics are as follows: 

The operations on the aged persons with respect to 
all operations in general were raised from 6.08 per 
cent in 1931 to 1935 to 10.3 per cent in 1949 to 1953, 
while the operative mortality of the aged was reduced 
from 15.2 to 9.2 per cent during the respective 5-year 
periods. The mortality of those below 60 years of age 
fell from 5.57 to 2.46 per cent. In the 5 year period 
from 1949 to 1953 the operative mortality in 971 cases 
was as follows: (1) for emergency surgery 24.1 per 
cent, (2) for surgery in cancer 14.2 per cent, and (3) 
for the remaining procedures 4.6 per cent. The last 
group comprised 58 per cent of the total. 

Even though the author states (1) that autopsy 
examinations were not usually done and (2) that the 
causes of death were more than one on many oc- 
casions, he gives the following frequencies for the 
main causes of death (Table I). 

The author mentions in detail the various measures 
that are to be taken preoperatively and postoperative- 
ly in order to reduce the incidence of the various 
complications related to the cardiovascular, pulmo- 
nary, and other systems. Particular attention is paid to 
nutrition, fluid and electrolyte balance, and the con- 
dition of the blood. The blood volume should often be 
determined in the aged patients because hemoconcen- 
trations subsequent to dehydration may give physio- 
logic levels of hemoglobin and hematocrit, and thus 
conceal the deficiency of the blood volume. The latter 
then could be corrected preoperatively, if and when 
diagnosed, by the use of whole blood, plasma, or 
concentrated red cells. 


TABLE I.—AUTOPSY EXAMINATION 
1931 to 1935 
1941 to 1945 
1949 to 1953 1949 to 1953 


(197 deaths) (90 deaths) 
Cause of death per cent per cent 
Aggravation of the disease........ 15 20 
Gordiovascullat aise 6.060 scs cess 8 14 
MIR cetera p16 a15 sui ora snore tsea cies 5 9 
WOOURMERES co cose 86 ch Sikes Sore 6 9 
Cachexia-dehydration............ 6 8 
ie, OE eT 1s 7 
RRR oo iors ees os 5. ete Scoesein Sere bf 6 
PRMRNDRDY. cic cica sek iaiavuaweewsae 9 5 
NN i ak oe orien kU wa NS if 5 
Pulmonary embolism............ 3 4 
Generalized infection............ 9 3 
RISE Y COCR OE oa a0 5.6 5:6:0:5.5'60 01 5 4 
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The author advocates using 50 mgm. of testosterone 
propionate for 6 to 8 days preoperatively in patients 
with hypoproteinemia. He also administers 100 mgm, 
of ACTH or cortisone daily for a few days before 
surgery to malnourished patients as a preparation for 
surgery. ACTH given in cases with unexplained post- 
operative hypotension is said to correct this condition 
within an hour after it is given. 

—WNicholas 7. Demetrakopoulos, M.D. 


Plastic Surgery in Bone Problems. JoszEpH R. Con- 
NELLY. Plastic G Reconstr. Surg., 1956, 17: 129. 


THE PROBLEM Of covering denuded areas of bone with 
viable skin is discussed. The etiologic factors are var- 
ied and include such causes as thermal and electric 
burns, roentgen rays, industrial trauma, missiles, and 
automobile accidents, the last being the most common 
cause in peacetime. 

Usually, soft tissue defects, even large ones, without 
bone involvement will eventually close by cicatriza- 
tion. With exposure of bone, unless only very small 
areas are involved, healing may take months or years, 
or may never occur. The author presents a group of 
such cases, and discusses the various factors involved 
in their treatment. 

Breakdown of tissue from irradiation is a grave 
problem when it involves bone. The treatment of 
choice is débridement when some degree of demarca- 
tion has taken place, followed by pedicle closure. 
Since adjacent tissues have frequently been injured in 
this type of lesion, the pedicle often has to be brought 
from a distance. 

In the ordinary thermal burn, deep bone destruc- 
tion is not common. It is the electrical burn that 
causes widespread and deep destruction. Here again 
one must wait for a line of demarcation, and flaps are 
frequently necessary to handle the defect. When the 
burn overlies a fracture, immediate excision and 
grafting should be done. Casting is contraindicated 
until the burn edema has subsided, and other means 
of immobilization will have to be used. 

In those cases in which a dense scar is adherent to 
bone, with or without recurrent breakdown, excision 
of the scar followed by adequate coverage is all that is 
necessary. 

Early skin coverage is ideal in all wounds. If early 
closure has not been done, late coverage, as long as 
there is no invasive infection, can be effected by radi- 
cal débridement and an immediate cross-leg or cross- 
thigh pedicle. An essential part of this procedure in- 
cluded specific antibiotic therapy. 

—Ely Elliott Lazarus, M.D. 


Repair of Tendons in the Hand (Fingersehnennaehte). 
WA ttER Dick. Deut. med. Wschr., 1956, 81: 431. 


IN MOST SURGICAL BOOKs the tendon injuries of the 
hand are described very briefly. One is generally more 
impressed by the technique of the tendon repair than 
by the indications. It explains why, even at the present 
time, most of the tendon injuries are treated by in 
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experienced physicians in the emergency room or in 
the office. Since improper treatment in the beginning 
leads to impairment of hand function, all patients with 
tendon injuries should be treated by experienced sur- 
geons to whom modern operating room facilities are 
available. 

The repair of the tendon should be done with the 
finest and sharpest instruments. The finest suture 
should be used in order to prevent scarring and ad- 
hesions. Local anesthesia, local application of antibi- 
otics, the use of dry sponges, and, finally, rough treat- 
ment of the tendons with the bare hands or with 
forceps, lead to scars and should be avoided. Bleeding 
blood vessels should be ligated meticulously. A blood- 
less field is required and no drain should be left in the 
wound. 

When the patient is first seen the exact extent of the 
injury should be determined. The tendon which has 
been traumatized, but not disrupted, is treated by im- 
mobilization alone. The closed or spontaneous rupture 
of a tendon occurs after severe sudden trauma or in 
tendon tissue which has been pathologically altered 
previously. When division of the tendon occurs in as- 
sociation with an open wound, it leads to dysfunction 
of the involved muscle, vulnerability of the tissue to 
infection, and permanent damage of the function of 
the hand. Since even the best surgical repair may lead 
to necrosis of the tendon tissue and bacterial invasion, 
only in exceptional cases should a primary repair be 
attempted. 

In clean wounds a primary repair of the extensor 
tendons is justified and in most cases leads to satisfac- 
tory end results. Because of wide displacement of the 
ends and technical difficulty, a repair of the extensor 
pollicis longus should be delayed. The prognosis of 
flexor tendon repair is generally poor. These tendons 
are encased in a rigid tubular paratendon from their 
insertion to the distal palmar crease. When scar tissue 
is formed it constricts the lumen of the paratendon 
and interferes with sliding of the tendon. Adhesions 
and even ischemic necrosis of the tendon may occur, 
and completely restrict the motion of the involved 
finger. Since the long finger flexors are multipinnate 
muscles, a flexion contracture of one finger leads to 
restriction of motion in the other fingers. The progno- 
sis for primary repair of the tendons above the distal 
palmar crease is better above the ligamentum carpi 
transversum. When the tendons are crowded in the 
carpal canal, the chance of primary repair is very poor. 
If only the sublimis tendon has been divided the func- 
tional defect will be small and the repair is not justi- 
fied. The removal of the tendon is advisable at the 
time of primary wound repair. When only the pro- 
fundus tendon is divided, a good functional result may 
be obtained by ankylosis of the distal interphalangeal 
joint. When the tendon is divided at its insertion the 
distal end may be removed and the proximal end 
sutured directly to the bone. 

_When the division of both tendons occurs above the 
distal palmar crease, then a primary suture of the pro- 
fundus tendon and removal of the sublimis tendon is 
Justified. When both tendons are sutured in this area 
extensive scarring results, which ultimately will lead to 
poor function. When both tendons are divided in ‘“‘No 
man’s land”’, or distal to the distal palmar crease, the 
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sublimis tendon and the distal end of the profundus 
tendon should be removed and a free tendon graft 
should be used for repair. It should be long enough to 
extend from the distal phalanx to just above the distal 
palmar crease. When the division occurs close to the 
insertion of the profundus tendon, a Z-plasty of the 
tendon in the forearm may be done in order to lengthen 
the proximal end and attach it directly to the distal 
phalanx. The time of the repair of the divided tendon 
is of great importance because of danger of infection 
(18 per cent when primary repair is done as compared 
to 0 per cent when secondary repair is done). 

No tendon suture should be attempted when the pa- 
tient is first seen with a grossly contaminated wound. 
This should be avoided especially in the case of men 
who deal with infected materials, such as doctors, 
undertakers, and butchers. The secondary repair 
should be done after a considerable elapse of time 
when the danger of the infection subsides. The author 
concludes that improvement of the end results in the 
treatment of hand injuries will occur only when gen- 
eral practitioners learn and recognize the principles 
which have been outlined. It is important that every 
patient with a tendon injury of the hand, after re- 
ceiving first aid treatment in the emergency room, 
should be seen by a surgeon who is experienced in 
hand surgery. —George Wichman, M.D. 


The Treatment of Unexpected Cardiac Arrest by 
External Electric Stimulation of the Heart. Pau 
M. Zotz, ARTHUR J. LINENTHAL, LEONA R. NorMAN, 
Mitton H. Paut, and Witiiam Gisson. NV. England 
J. M., 1956, 254: 541. 


THE AUTHORs present a technique of external electric 
stimulation of the heart that terminates ventricular 
standstill and maintains an externally paced ventricu- 
lar rhythm for as long as is necessary. This technique 
cannot terminate ventricular fibrillation nor stimu- 
late effective beats in the severely anoxic heart. The 
electric stimulator functions like a natural intracar- 
diac pacemaker, is under complete control, is portable, 
and easily applied. 

Eight successful cases of cardiac resuscitation from 
unexpected arrest by electric stimulation of the heart 
are reported. Seven cases of cardiac arrest occurred 
during surgery, and one case during pericardiocente- 
sis. Thoracotomy and cardiac massage were not nec- 
essary in any case. Five patients recovered completely, 
2 died of unsuccessful cardiac surgery, and 1 patient 
died 8 hours after operation. 

In addition to these cases, resuscitation with the 
cardiac pacemaker was attempted unsuccessfully in 
9 cases in which cardiac arrest developed unexpect- 
edly during jugular puncture, intravenous pyelog- 
raphy, bronchography, cardiac catheterization, endo- 
tracheal intubation, hip nailing, cholecystectomy, and 
cardiac surgery. These failures emphasize that the re- 
sponse of the heart to stimulation diminishes pro- 
gressively with continued anoxia, and that effective 
ventricular beats cannot be stimulated by the pace- 
maker during ventricular fibrillation. 

Routine registration of the electric activity of the 
heart in all patients under anesthesia is recommended 
by the authors as a practical monitoring device to 
signal cessation of the heartbeat, in order to obviate 
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crucial delay. This can best be done by audible sig- 
nals of each heart beat. A prearranged program of 
resuscitation should be instituted on the recognition 
of cardiac arrest (mechanical stimulation of the heart 
and use of a cardiac pacemaker, if immediately 
available) before resort to thoracotomy and cardiac 
massage. —S. Lloyd Teitelman, M.D. 


Acute Peripheral Circulatory Failure in Surgical 
Cases; Treatment with L-Noradrenaline. H. D. 
Ritrcur, Brit. M. 7., 1956, 1: 371. 


AN INVESTIGATION with L-noradrenaline was con- 
ducted in 14 cases of acute peripheral circulatory 
failure in surgical cases. A satisfactory response was 
obtained in all but one patient. Four cases in which 
there was peritoneal contamination, usually of fecal 
material, are presented in some detail. These were 
believed of value because of the presence of a marked 
degree of circulatory collapse which necessitated de- 
finitive care prior to any operative intervention. 

The dosage of the drug is variable but must be ade- 
quate to obtain and maintain a desired level of systolic 
pressure to at least 90 to 100 millimeters of mercury 
systolic. The dosage used by the author was 2 milli- 
grams of “‘levophed” in 500 milliliters of 5 per cent 
dextrose, and this was begun at the rate of 20 drops 
a minute. Because of the oxidation of L-noradrenaline 
in an alkaline medium, ascorbic acid should be added 
to the intravenous fluid in which the drug is diluted. 
Should a greater concentration be necessary to main- 
tain or sustain pressures, it is suggested that L-nora- 
drenaline be given in greater concentration to avoid 
giving large volumes of intravenous fluid. 

Most of the untoward effects with the use of the 
drug, such as idiosyncrasies, bradycardia, auricular 
fibrillation, extrasystoles, and acute dilatation of the 
stomach were resolved by decreasing the dosage or 
discontinuing the drug. Extravasation is especially to 
be avoided because of tissue necrosis. Ventricular 
fibrillation is best avoided by using the drug only 
when anesthetics known to increase cardiac irritabil- 
ity, such as cyclopropane, are not used. In the au- 
thor’s experience, no severe problem occurred in cases 
with renal damage and there was no question of pro- 
ducing liver ischemia. 

The best response to the use of L-noradrenaline 
found in the 4 cases described in detail was in the 
early period after peritoneal soilage. Peripheral circu- 
latory failure is probably irreversible with little re- 
sponse to be expected after 12 hours, and no response 
was found after a 24-hour interval. The prognosis is 
somewhat dependent upon the rapidity of response to 
the infusion of L-noradrenaline. In those patients 
with a rise of blood pressure to levels compatible with 
anesthesia in one to two minutes, the prognosis was 
most favorable. In all cases it is necessary to avoid 
overloading with intravenous solutions and to control 
electrolyte and fluid balance during extended therapy. 

—W. Harrison Mehn, M.D. 


The Prevention of Postoperative Hematoma by the 
Use of the Compression Suture. Raprorp C. Tan- 
zeER. N. England J. M., 1956, 254: 355. 


THE COMPRESSION suture can be utilized wherever two 
parallel epithelial surfaces present themselves for suit- 


able application. In fact, it has been used without the 
second button, as in radical dissection of the inguinal 
nodes; several sutures engage the floor of the opera- 
tive defect, pass through the overlying skin flaps, and 
are tied over buttons and packing. 

The compression-suture technique has a definite 
advantage over conventional ways of applying pres- 
sure to concavities for the purpose of eliminating post- 
operative hematoma. The usual methods of holding 
overlying skin in effective contact with the base of a 
pocket bring so much pressure to bear on the skin cov- 
ering the lips of the depression that necrosis is a fre- 
quent result. The compression suture, on the other 
hand, directs pressure on a relatively small central 
area, where hematoma is most likely to occur, leaving 
the more peripheral areas well vascularized and ca- 
pable of bringing adequate circulation to the central 
area where the pressure effect is being produced. 

—John F. Maloney, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Primary Excision After Third Degree Burns (Pri- 
maere Excision nach Verbrennungen 3. Grades). W. 
v. EKESPARRE. Medizinische, 1956, p. 126. 


THE AUTHOR discusses the indications for primary ex- 
cision in the presence of third degree burns and re- 
ports 2 cases in which this method was used success- 
fully. 

If the hair follicles and sweat gland ducts are pre- 
served (partial thickness skin loss), primary excision is 
not indicated because epithelizaticn will develop in 
these structures in a comparatively short time. If, 
however, the skin is completely destroyed (full thick- 
ness skin loss), primary excision is indicated provided 
that the borders of the burn are clearly defined. This 
method prevents the dangers of shock and intoxication 
and should be followed immediately by transplanta- 
tion. 

A girl, 9 years of age, sustained a third degree burn 
of the entire palm, the palmar aspect of the four fin- 
gers, and a deep wound caused by bursting of the skin 
between the thenar eminence and palm. All skin was 
excised and the defect was covered by a pedicled graft 
taken from the lower abdomen. The functional results 
of the transplantation were excellent. 

Even more impressive is the second case. A prema- 
ture newborn infant suffered a third degree burn of 
the entire back, from a hot water bottle, on the first 
day of life. Primary excision of the entire skin of the 
back was done including, in part, the subcutaneous 
tissue so that the back muscles were exposed. Since a 
graft was impossible because of the extent of the wound, 
the borders were approximated by sutures and the in- 
fant was treated with blood transfusions and support- 
ive therapy. The infant made an uneventful recovery. 

— Werner M. Solmitz, M.D. 


Tetanus in Southern Germany. (Der Tetanus in Siid- 
deutschland). E. Weller. Deut. med. Wschr., 1956, 81: 
267. 


THE AUTHOR states that since, in Germany, there is no 
law which makes it compulsory for physicians to re- 
port cases of tetanus, the only method of obtaining 
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statistics on its incidence is that of sending question- 
naires to hospitals and physicians. The death rates 
could be obtained from well kept mortality statistics. 
The author undertook the present study to show the 
necessity for compulsory active immunization rather 
than the use of passive antitoxin. 

In 82 per cent of the hospitals in southern Germany, 
507 cases were reported from 1951 to 1953. The mor- 
tality was 41 per cent. The regional difference in the 
incidence of tetanus was of interest, and the author 
explains this difference on a hydro-pedologic basis— 
a differential tetanus reinfection of the soil because of 
the varied mineralologic composition which favors, 
more or less, the persistence of Clostridium tetani. 
In sandy areas the incidence is much lower. While 
farmers working in the field are most likely to become 
infected with tetanus, the incidence is higher (statis- 
tically) in children and housewives who suffer common 
minor injuries. 

Passive immunization is not entirely satisfactory 
since 9 patients, among 19, who received an adequate 
dose of toxin antitoxin a few hours after the injury, 
died. An analysis of the opinions of physicians in gen- 
eral indicated that surgeons were inclined to use toxin 
antitoxin liberally, whereas general practitioners, es- 
pecially in areas of low tetanus incidence, often held 
a negative view toward the use of passive prophylaxis 
because of the possible occurrence of anaphylactoid 
reactions. Eighty per cent of the physicians and hos- 
pitals questioned considered active immunization es- 
sential. In the author’s opinion, the easiest solution of 
the problem would be an obligatory triple vaccine 
immunization (diphtheria-tetanus-pertussis) at the 
end of the first year of life.— Karol B. Absolon, M.D. 


The Occurrence of Tetanus in Finland; a Clinical 
Study. Gustar Ervine and Kart Asp, Ann. chir. gyn. 
fenn., 1955, 44: Supp. 4. 


THE AUTHORS report in a short monograph the occur- 
rence of tetanus in Finland. The study was carried 
out at the Third Surgical University Clinic in Hel- 
sinki. The series studied totalled 499 cases and com- 
prised all patients with tetanus who had been treated 
in different hospitals in Finland during the period 
from 1931 to 1952. It does not cover cases of tetanus 
following war wounds. Of the 499 cases, 232 ended 
fatally. The morbidity and mortality in the total 
number were actually higher in the last 5 years than 
in the earlier period of the report. A closer study was 
made of 250 cases in which questionnaires were sent 
out and returned. These statistical studies showed 
the following significant factors: 

The highest incidence during the year was in the 
summer months of June, July, and August. This was 
attributed to the absence of the snow on the ground. 
The type of injury in over half the cases was excoria- 
tion, small wounds, and small puncture wounds. The 
site of injury involved mainly the extremities, the 
hands and feet accounting for 153 of the 250 cases. 

Owing to insufficient data in the case reports, no 
classification of the causes of death was possible. 
Respiratory paralysis was believed to be the cause of 
death in over 80 per cent of the cases. It was signifi- 
cant that the disease developed after an incubation 
time of less than 2 weeks in 151 patients, or 60 per 
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cent. This left 40 per cent in whom the incubation 
period was greater than 2 weeks which, it was thought, 
exceeded the time during which passive immunization 
would be considered effective. Thus nearly 40 per 
cent of the patients were without effective protection 
regardless of the possible administration of prophy- 
lactic serum. The mortality rate, however, was only 
25 per cent among those with an incubation period 
of over 10 days and 68.8 per cent for those with an 
incubation period of less than 10 days. The sex and 
occupation revealed that 69 per cent were males and 
that about 40 per cent were of the farming population. 
There was no significant difference in the mortality 
rate for the different age groups between one and 70 
years. However, there seemed to be a trend toward 
increasing mortality with age, which was not statis- 
tically significant. 

The treatment regimen used consisted of local 
treatment with revision and débridement. Tetanus 
antitoxin prophylaxis was given to only 2 patients of 
the 250 reported at the time of their injury; one of 
these died. Tetanus antitoxin was used in the treat- 
ment of the established disease (from 20,000 units to 
3,500,000 units, depending upon the individual case 
and the physician’s decision). The antitoxin was ad- 
ministered both intramuscularly and intravenously. 
Supportive measures, including basal anesthesia, were 
also used, but muscle relaxants were not employed to 
any large extent. 

The authors also reviewed the literature on active 
immunization with tetanus toxoid and report that 
their experience with actively immunized individuals 
has been the same as that reported in this country— 
namely, that the actively immunized individual is 
well protected from tetanus. —Peter Dineen, M.D. 


The Treatment of Generalized Acute and Subacute 
Tetanus in the Newborn and the Child (Sur Ie traite- 
ment du tétanos généralisé aigu et suraigu du nouveau- 
né et de l’enfant). ELrpa Murcuta DE Roso. Anesthésie, 
Par., 1956, 13: 69. 


THE AUTHOR, of Montevideo, Uruguay, observed 14 
cases of severe tetanus in children between the ages of 
8 days and 15 years. She discusses in great detail the 
clinical course, the treatment under artificial hiberna- 
tion, and the theories concerning the cause of death 
in tetanus. 

The writer bases her theories and therapeutic sug- 
gestions on the work of Laborit and disagrees with 
some of the classical concepts regarding the pathology 
and cause of death in tetanus. It has been assumed by 
most writers that the gravity of the prognosis is di- 
rectly proportional to the length of the incubation 
time, and that cases with an incubation time of less 
than 5 days are invariably fatal. Furthermore, most 
workers believe that the fixation of the tetanus toxins 
to the nervous centers is irreversible and the principal 
cause of death. 

In contrast to these concepts, the author of this 
article believes that in most cases death in tetanus is 
due to severe disturbances of the metabolic and 
humoral equilibrium and can be prevented by arti- 
ficial hibernation, sedation, and meticulous individual 
care of the disturbances of the digestive, respiratory, 
and urinary systems. 
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Although she lost 6 of the 14 patients, she states that 
no case of “‘classical tetanus death” was observed. The 
convulsions were effectively controlled by hiberna- 
tion and sedation, the trismus and the opisthotonus 
disappeared, while the temperature was usually be- 
tween 37 and 38 degrees and only rarely reached 39 or 
40 degrees. The fatalities in her cases were due to 
secondary complications (obstruction of the trache- 
otomy tube and other mechanical accidents) and 
could have been prevented by improved technique. 

The treatment and medication are discussed in de- 
tail. Hibernation is induced by the intravenous ad- 
ministration of a mixture of chlorpromazine, pethi- 
dine, and promethazine. This causes disappearance of 
the opisthotonus, trismus, and convulsions within 15 
to 30 minutes. An hour later tracheotomy is per- 
formed in all cases. The “‘lytic cocktail’’ is continued 
at a maintenance dose and complemented by oral 
barbiturates. 

Other neuroplegic drugs which are given according 
to the individual case are: spartein, hydergin, atropine, 
acetylcholine, histamine, and adrenalin. Curare should 
not be used as it is too dangerous. A mixture of hyal- 
uronidase, privin, aminophyllin, and penicillin is ad- 
ministered as aerosol through the tracheotomy tube. 
To support the heart, digitalis or strophanthus is given 
if necessary. High protein nutrition is maintained with 
the gastric tube and complemented by high doses of 
vitamins B, and B,;. The tendency to thrombosis is 
prevented with rutin and adrenalin. The electrolyte 
balance is maintained with intravenous Hartmann or 
Ringer solution and glucose. 

— Werner M. Solmitz, M.D. 


Therapeutic Considerations Concerning a Case of 
Tetanus; First Use of an Anesthetic Steroid: 2}. 
Hydroxy-Pregnandione Succinate (Considérations 
thérapeutiques concernant un tétanos premiere utili. 
sation d’un stéroide anesthésique: succinate de 21 
hydroxy-pregnandione). R. Corrautt, J. Harnaurt, §, 
PELAGE, P. Monon, and Others. Anesthésie, Par., 1956, 
13: 103. 


THE AUTHORS applied for the first time a steroid com- 
pound (21-hydroxy-pregnandione succinate) as an 
anesthetic in a case of extremely severe tetanus. This 
drug has been used successfully in France for delirium 
tremens. 

A woman, 59 years of age, was admitted with severe 
tetanus with trismus, opisthotonos, violent general 
convulsions, and tachycardia, and was treated with 
artificial hibernation, tetanus anatoxin, and chloral 
hydrate. Although the condition improved somewhat 
after 2 days of hibernation, the contractures, parox- 
ysms of opisthotonos, and tachycardia persisted, and 
the diuresis and general condition remained unsatis- 
factory. Therefore, the steroid was given intravenously, 
One gram of the drug in 250 cubic centimeters of 
saline solution with glucose was infused at a rate of 60 
drops per minute. Within an hour the muscular relax- 
ation was complete, the temperature returned to nor- 
mal, and the diuresis increased. 

Unfortunately, the hospital ran out of their supply 
of the drug and the patient expired under renewed 
convulsions before a new shipment arrived. 

The authors state that this steroid should be used in 
all cases of severe tetanus as an adjuvant to artificial 
hibernation. — Werner M. Solmitz, M.D. 
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ROENTGENOLOGY 


Measuring the Pituitary Fossa from <: ee Roy 
M. Acueson. Brit. 7. Radiol., 1956, 29: 76. 


THE AUTHOR discusses the errors in the technique of 
measurement of the pituitary fossa from radiographs 
as applied to adults, and also the variations in the re- 
sults in children. The possible sources of error are 
mentioned and the dimensions of the pituitary fossa in 
normal subjects are compared in arriving at a meas- 
urement in millimeters with a standard deviation of 
difference. The author indicates the clinical value of 
measuring radiographs of the pituitary fossa as being 
significant only when multiple examinations are made 
during the expansion phase of the fossa. 
— Moris Horwitz, M.D. 


Roentgenologic Examinations with Rapid Succession 
of Films in Tumors of the Thoracic Space (Roent- 
genuntersuchungen mit schneller Bildfolge bei Tu- 
moren im Brustraum), Heinz ViETEN and Karu 
Heinz Wittmann. Thoraxchirurgie, 1956, 3: 393. 


THE RONTGENOLOGIC DIFFERENTIAL DIAGNOSIS of endo- 
thoracic tumors is quite difficult in spite of recent tech- 
nical progress. To improve the diagnostic possibilities 
it is essential to visualize not only the shape but the 
movements of the organs. This is accomplished by 
serial roentgenograms with a rapid succession of films, 
preferably in combination with bronchography or 
thoracic angiography. 

Bronchography combined with serial roentgeno- 
graphy shows whether the inspiratory filling of the 
different portions of the lung is normal, or whether 
disturbances of aeration exist in any segments. As a 
tule, angiography of the pulmonary blood vessels 
does not show characteristic changes in tumors and is 
not of value in the differential diagnosis, except in the 
case of aneurysms or pathologic anastomses of the 
blood vessels. Mediastinal angiography is of vital im- 
portance in the differential diagnosis between aneu- 
rysms and mediastinal tumors. It also reveals the 
topographic relations between the lesions and the 
large blood vessels of the heart, and thus frequently 
permits of a decision upon the operability of a case. 
This applies not only to mediastinal tumors but also 
to bronchial carcinoma. Metastases in the mediastinal 
lymph nodes or infiltration of the tumor in the medi- 
astinal space can be revealed by mediastinal angio- 
graphy, and this method is of aid also in deciding on 
the question of operability. Finally, serial angiocardio- 
graphy is important in the presence of cardiac tumors, 
especially when they protrude into the heart cavities. 

In demonstrating the filling process by broncho- 
graphy, a slow succession of pictures is sufficient (one 
exposure every 1 to 3 seconds). This method will show 
the difference in aeration of the individual lung seg- 
ments. After completion of the filling, respiratory 
changes at the branches of the main bronchi and 
stenoses of the bronchi can be visualized by serial 
pictures under forced respiration or coughing. These 
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pictures must be taken in rapid succession of 5 or 
more exposures per second. 
— Werner M. Solmitz, M.D. 


The Roentgenologic Diagnosis of Ruptured Spleen. 
C. C, Wano and Laurence L. Rossins. NV. England 
Jj. M., 1956, 254: 445. 


IN THE TYPICAL CASE of ruptured spleen, the diag- 
nosis may be made from the history and signs of in- 
ternal hemorrhage and shock, and surgery under- 
taken. When there is delayed rupture, or when symp- 
toms are atypical, roentgenography may contribute 
considerably to the diagnosis. 

In a 10-year period (1945-1955) at the Massa- 
chusetts General Hospital, 43 patients were seen with 
ruptured spleen. Of these, 33 had roentgenograms 
adequate for review. In 19 patients there was direct 
or indirect evidence of splenic enlargement. Obliter- 
ation of a splenic outline was the most constant find- 
ing. In 25 cases the outline was completely obliterated 
and in 6 cases, partially obliterated, presumably due 
to retroperitoneal hemorrhage and edema. In only 2 
cases with intracapsular hemorrhage was the outline 
clear. 

In decreasing frequency, the other signs of rup- 
tured spleen were: irregularity or localized indenta- 
tion of the greater curvature of the stomach (50 per 
cent); fracture of one or more of the ribs on the left 
lower side (27 per cent); inferior displacement of left 
kidney; dilatation of the stomach; widening of the 
left paravertebral shadow in the thoracic region; ab- 
dominal fluid; and limitation of motion of the left 
leaf of the diaphragm. 

A small, well outlined spleen is a reliable negative 
sign; however, signs may not be apparent on films 
taken soon after injury, and therefore subsequent ex- 
aminations should be done in negative cases. In the 
event of delayed rupture, the signs and symptoms 
may not occur until several weeks after injury. 

—Lois Cowan Collins, M.D. 


The Treatment of Endometrial Adenocarcinoma; a 
Study of 381 Cases at the New York Hospital; a 
Preliminary Report. Cart T. Javert and R. Gor- 
pon Douctas. Am. 7. Roentg., 1956, 75: 508. 


IN THE 22-YEAR-PERIOD from September 1, 1932 to 
December 31, 1954 a total of 381 patients were studied 
at the New York Hospital, the object being to deter- 
mine the pathologic status at the time the patient was 
first seen in the office. All but 16 of these patients were 
treated surgically, and the surgical pathology thus 
established made the less reliable clinical classifica- 
tion unnecessary. In 10 of the 16 patients not oper- 
ated upon, the lesion was too far advanced for surgery, 
but autopsies were performed; 6 patients refused 
surgery. 

Surgery either alone or followed by definitive, ra- 
tional postoperative therapy (radium or roentgen 
therapy) has been the procedure of treatment at the 
New York Hospital. Prior to 1947 only 5 cases were 





found in which the disease was limited to the myo- 
metrium, but since then 30 more have been diagnosed. 
This increase in stage 0 cases is probably the result of 
widespread use of the Papanicolaou smears in the 
New York area. No relationship was found between 
the size of the uterus and the extent of the disease. 

Selective or complete lymphadenectomy became a 
part of the total hysterectomy procedure in 1947, and 
has since been performed on 80 patients. Twenty per 
cent of these had positive nodes at surgery and an ad- 
ditional 20 per cent had positive nodes at autopsy. 
Only one of these patients has survived 5 years. 

A higher incidence of vaginal metastases was found 
in the adenoacanthoma group than in the group with 
adenocarcinomas. Vaginal metastases were consid- 
ered to be hematogenous metastases rather than direct 
extension and are therefore a serious omen and evi- 
dence of widespread carcinomatosis. The incidence of 
vaginal metastases in this group was no higher than 
in the reported series in which radium was adminis- 
tered preoperatively. 

The authors feel strongly that prompt surgical 
treatment, prognosis, and the decision of whether or 
not to give postoperative radiation therapy (made on 
the basis of the surgical pathology) is the treatment of 
choice in endometrial adenocarcinoma. 

—Lois Cowan Collins, M.D. 


MISCELLANEOUS 


Indications for Radiotherapy in Tumors of the Sal- 
ivary Glands (Indicaciones de la radioterapia en los 
tumores de las glandulas salivales), José NorimGca 
Limon. Rev. Inst. nac. cancerol., 1955, 1: 130. 


THE TREATMENT OF SALIVARY GLAND TUMORS is most 
often primarily surgical. Teamwork by the radiologist 
and surgeon in deciding on surgical, roentgenologic, or 
combined treatment in each case will bring the best 
results. Roentgen therapy is indicated as the sole 
treatment in certain histologic types of cases, such as 
lyphomas and inoperable tumors. More often it is 
combined with surgery to decrease the incidence of 
postoperative recurrence which is so common with 
these tumors. 

Benign mixed tumor of the parotid gland is the 
most common among these tumors. The treatment is 
essentially surgical. Some authors recommend post- 
operative irradiation of large or recurrent tumors or 
when excision has not been satisfactory. Chances of 
recurrence, which may be very late with these neo- 
plasms, are thereby diminished. 

Malignant tumors of the carcinomatous or mixed 
type are surgical lesions and roentgen therapy is used 
as a postoperative measure to improve the results 
which, unfortunately, are not very satisfactory. In 
general, these are moderately radiosensitive tumors 
which require high doses for effective treatment. Some 
cases have responded well to irradiation. 

Tumors arising in aberrant salivary gland tissue in 
the lip, shin, oral cavity, antrum, nasal fossa, tonsils, 
or nasopharynx should be operated on, if accessible. 
In malignant types, combined surgical and roentgeno- 
logic therapy is often necessary. Some histologic types 
located in the palate have been cured by roentgen 
therapy alone. — Jonas Brachfeld, M.D. 
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Selective Irradiation of Lymph Nodes by Interstitial 
Injection of Radioactive Colloidal Gold. Haro 
F. Berc and WiLu1AM M. CurisTOPHERSON. Am. Sur. 
geon, 1956, 22: 172. 


More EFFECTIVE methods of delivering ionizing radia- 
tions are continually being investigated. Conventional 
external beam therapy has obvious limitations, such 
as the extent of the area requiring treatment, toler- 
ance of adjacent organs and of the skin, and the total 
body radiation effect. From a theoretic consideration, 
a method of selectively irradiating a group of lymph 
nodes without due concern for skin and other organs 
would be ideal. For this reason the authors have in- 
vestigated colloidal Au’ with respect to lymph node 
localization and effect following interstitial injection 
into various organs or tissues. 

The isotope is a colloidal solution of particle sizes 
ranging from 0.003 to 0.004 microns. It has a half-life 
of 2.7 days and emits strong beta rays (0.97 MEV) 
which penetrate less than 1 millimeter as well as less 
energetic gamma rays (0.41 MEV). These properties 
make it a suitable isotope for our purpose. 

When a colloidal solution of such particle size is 
injected interstitially, the particles are mobilized to 
the lymph nodes draining the site, and here they be- 
come concentrated and remain. The authors com- 
pared the effects of intrabronchial injection of Au'® 
by using 20 dogs in the instillation experiment and 38 
dogs in direct injection of the isotope into the sub- 
mucosa of the right intermediate bronchus. In the 20 
dogs, assay for radioactivity showed extremely high 
concentrations in the segment of the lung into which 
the solution had been instilled and in some of the 
hilar lymph nodes. The uptake in other areas of the 
animal was very low. 

In the 38 dogs subjected to submucous injections, 
the concentration of the radioactivity was consistently 
high in all of the hilar lymph.nodes, whereas the up- 
take in the lung was minimal and that of the liver, 
spleen, bone marrow, and other organs was extremely 
low. Similar results were obtained when the superior 
mammary gland of the dog was injected with Au'®; 
that is to say, the gold mobilized and concentrated in 
the regional lymph nodes, and the remainder of the 
organs were spared radiation. Bearing in mind that 
the half-life of the isotope was only 2.7 days, it was 
found in studies on the lung and breast that effective 
concentrations reached the nodes within 3 or 4 hours 
after injection. In a series of 9 dogs there was no 
instance of bronchial wall slough with the use of in- 
jections up to 100 millicuries of Au'. 

The mammary gland of the dog did not tolerate 
doses of this magnitude. It is pointed out that the 
gland in the nonlactating female dog is very small. 
In another series of experiments in which fractionated 
doses were used, it was found that the effect on the 
lymph nodes was not nearly so marked as when a 
comparable single dose was used. 

Comparable amounts of the isotope injected into 
the intercostal muscles rather than the mammary 
glands were found to give much higher counts in the 
internal mammary lymph nodes. In order to study 
the effect of ionizing radiation on the nodes, some 600 
separate lymph nodes were examined. Histologic sec- 
tions and, when possible, autoradiograms were made. 
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The time interval from injection to examination varied 
from t hour to 25 weeks. The dose of isotope used 
varied from 2 to 100 millicuries. Fractional injections 
were compared to single injections, and the effect of 
blocking the afferent lymphatics on subsequent radia- 
tion was studied. 

Autoradiograms showed darkening of the emulsion 
within 3 hours of injection. Rarely was the distribu- 
tion diffuse throughout the node when 2 to 5 millicuries 
of Au! were used. As larger amounts of the isotope 
were given and as the sacrifice time increased, distri- 
bution became more generalized throughout the in- 
dividual node, but only when 30 millicuries (or more, 
in the case of the intramammary injections) were 
used was the distribution diffuse in the average node. 
For the most part, even when high activity counts 
were obtained, the distribution of radioactivity as 
measured by the autoradiogram was spotty through- 
out any given node. 

Histologic sections showed little change which could 
definitely be attributed to irradiation before 24 hours. 
Within one week, radiation necrosis was encountered; 
with the exception of the high-level mammary in- 
jections, this necrosis was patchy although often ex- 
tensive. After 3 weeks the usual picture was one of ex- 
tensive necrosis and scarring of the node with focal 
areas of apparently uninvolved tissue remaining. 
The gold was visible as black, particulate matter usu- 
ally within reticular cells, so that there was a check on 
the physical intranodal distribution of the isotope. As 
would be expected, deposits were heavy in the necrotic 
areas and in the radiation scars; the unaffected areas 
contained no visible gold. This particle distribution 
coincided with the autoradiographic distribution of 
activity as well as with the pattern of necrosis. 

The exception to the rule of uneven distribution was 
found in the axillary lymph nodes of dogs receiving 
50 millicuries or more of Au! in the mammary gland. 
Here, total nodal necrosis or near total necrosis was 
obtained, but it must be remembered that the animals 
tolerated this amount of isotope poorly at the injection 
site. 

When colloidal Au" is injected interstitially, the 
radioactive particles are mobilized and concentrated 
in the regional lymph nodes. Radiation changes in 
varying degrees can be produced within the lymph 
nodes. The extent of the change is dependent on the 
proximity of the nodes to the injection site and to the 
amount of isotope injected. The failure to obtain an 
even distribution of the colloid in all nodes draining a 
given area and the probability that metastatic cancer 
would obstruct some of the afferent lymphatics and 
thus prevent effective irradiation of the lymph nodes 
are factors which one might expect to limit the clinical 
success of this modality of therapy. 

—Frank L. Hussey, M.D. 


The Late Effects of Atomic Bomb Injuries in Hiro- 
shima and Nagasaki. Yosutyasu Kurokawa. Nagoya 
J. M. Se., 1955, 18: 187. 


NoT A SMALL NUMBER of persons who were exposed to 
atomic bomb explosion in Hiroshima and Nagasaki in 
1945 are scattered throughout Japan. The author has 
attempted to investigate hematologically those who 
moved to the Tokai district, namely Aichi, Shizuoka, 
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Mie, Nagano, and Gifu Prefectures, and have resided 
there. The general aspects of the clinical findings in 
these cases are discussed with relation to the distance 
between the hypocenter of explosion and the indi- 
viduals when exposed. 

On October 1, 1950 it was estimated that 2,582 
persons residing in the Tokai district were in Hiro- 
shima and Nagasaki at the time of the atomic bomb 
explosion. A screening questionnaire was adopted, 
and finally 220 persons were examined during the 
period between August 1952 and March 1955. As a 
control, 537 healthy Japanese individuals were ex- 
amined for puropses of comparison. The general 
symptoms right after exposure consisted of conditions 
such as epilation (34 cases), burn (44 cases), trauma 
(54 cases), and fever (53 cases). Symptoms at the time 
of the investigation were chiefly weariness and neur- 
algic pains. Hematologic data for each subject, viz., 
hemoglobin concentration, red cell, white cell, and 
platelet counts, were obtained. The findings showed 
that 7 to 9 years after exposure, hyperchromic ane- 
mia, leucocytosis, and thrombocytopenia were pres- 
ent in atomic bomb survivors who lived in the Tokai 
district. 

A second group of persons who lived in the Hiro- 
shima district on August 6, 1945, and now live in the 
Tokai area, were studied to determine their qualita- 
tive disorders in corpuscular elements of the blood, 
with regard to their exposure in terms of their move- 
ment after the bombing. Group A comprises indi- 
viduals who lived in an area within 2 kilometers of 
the hypocenter soon after the explosion, and who 
were engaged in various types of work; group B, those 
who took refuge in an area within 4 kilometers of the 
hypocenter soon after the explosion; and group C, 
persons exposed outside a radius of 4 kilometers. As a 
control, various types of hematologic values were con- 
sidered in normal adults and in x-ray technicians. 

At the time of examination the exposed persons had 
so-called late effects of atomic bomb injuries in the 
hematopoietic organs. This type of disorder has a great 
deal to do with distance from the hypocenter of ex- 
plosion and the location of the persons exposed. 
Some objective evidences, however, suggest the in- 
fluence of being in and out of the area adjacent to the 
center. In other words, group A showed more promi- 
nent symptoms than group B of disorders caused by 
late effects of exposure to the atomic bomb. Thus, 
there were positive evidences of disorders in erythro- 
cyte counts, hemoglobin, platelet counts, and quali- 
tative morphologic findings of erythrocytes and leuko- 
cytes, including some degenerative signs in them. The 
anemia seen in group A showed the slow activity of a 
marrow reaction and was of a macrocytic and hyper- 
chromic nature with increased mean corpuscular 
thickness. This type of anemia resembles the chronic 
blood disorder seen in x-ray technicians, and anemia 
due to iron deficiency is important from the standpoint 
of differential diagnosis. Usually, however, these 
anemias can be easily differentiated. In group A, some 
cases of leukocytosis, leukocytic degeneration, or the 
appearance of abnormal cells and decreased platelet 
counts were recognized. 

Persons exposed outside of a radius of 4 kilometers 
were examined and divided into groups (A and B) 
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according to whether or not they approached nearer 
the region of the hypocenter of the explosion. The 
gross clinical findings of the radiation hazard were 
more marked among persons exposed within an area 
closer to the hypocenter than among those farther 
from the center of explosion. Group A showed severer 
clinical findings than group B; thus 8 cases of epila- 
tion were found in group A as against none in 
Group B. In group A there was a greater variation in 
hematologic findings than in group B. The fact that 
there were definite hematologic findings concerned 
with the hazard of radiation among persons in group 
A, and that epilation was more frequent in group A 
than in group B suggests the importance of radiation 
effects due to residual radiation from atomic bomb 
explosion. 

The late effects of atomic bomb injuries of the blood 
were also found in the exposed individuals who lived 
in an area within 2 kilometers from the hypocenter 
soon after the explosion in order to engage in various 
types of work. The effect was that of a type of ra- 
diation anemia which is macrocytic and hyperchro- 
mic in nature, with an increase in mean corpuscular 
thickness. 

The author reviews the behavior of serum iron, 
serum proteins, the adrenalin test, and the results of 
some examinations made on liver function. The sub- 
jects were persons who had been exposed to the atomic 
bomb in the areas of Hiroshima and Nagasaki, and 
living in the Tokai district at the time of the investi- 


gation. The anemia seen among exposed persons is of 
a macrocytic and hyperchromic nature with an ip. 
creased mean corpuscular thickness. Some cases of 
this type of anemia showed the same pattern in iron 
metabolism as aplastic anemia. The Meulengracht 
value was not too high in this type of anemia. As to 
serum protein fraction, group A showed a marked 
change, as stated above. The author believes that 
since the fall of albumin is commonly observed in 
x-ray technicians and in irradiated animals, the de- 
creased albumin seen among the exposed individuals 
may have been caused by chronic disorders of the 
liver cells due to exposure to radiation. Increase in 
e-globulin in relation to the effects of radiation has 
been reported previously in the literature. The rise in 
y-globulin is said to be commonly observed in x-ray 
technicians, and in experimental animals subjected to 
x-rays. Abnormalities found in the reaction to Takata 
serum and in the sedimentation rate of red cells may 
suggest a slight decrease in liver disorders due to ex- 
posure to roentgen rays. There was no positive sign, 
in the cases examined, of the influence of radiation on 
the coagulation time of the blood. The author was 
interested in the fact that abnormalities suggesting 
liver disorders were frequently seen in group A. The 
adrenalin test indicated there seemed to be some dif- 
ference between those who were exposed within 2 
kilometers and those exposed outside of a 2 kilometer 
radius from the hypocenter of the explosion. 
—Frank L. Hussey, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Visualization of the Thoracic Duct with the Use 
of Vital Dye; Experimental Research and First 
Clinical Application (La visualizzazione del dotto 
toracico mediante colorante vitale; ricerche speri- 
mentali e prime applicazioni cliniche), Enzo RucceErt. 
Policlinico, sez. chir., 1955, 62: 323. 


WITH THE DEVELOPMENT of thoracic surgery and 
esophageal resection, many injuries of the thoracic 
duct have occurred, and the number of cases of 
chylothorax has increased. Repair of the thoracic 
duct is a difficult one, for it is very difficult to visualize 
the duct and distinguish it from the surrounding tis- 
sues. To overcome this, a fatty meal with indigo car- 
mine or methylene blue was given. Kleyser and Berry 
used a fatty meal of butter or oleomargarine with a 
dye (D-C red number 7-8 or D-C green number 6) 
and by this method could distinguish whether a chy- 
lothorax or empyema was present, and then they ap- 
plied this method for thoracic duct damage. 

The author in his research used direct sky blue 
(D.S.B.) prepared by Master and Parson in 1939. In 
one group he used a fatty meal and injected 2 c.c. of 
D.S.B. with 15 units of hyaluronidase into the ingui- 
nal nodes; 15 minutes later he opened the thorax and 
waited 3 hours, but no dye appeared. He then closed 
the thorax, and reopened it 24 hours later with the 
same result. 

In his second group, he injected dye into the lumbar 
fascia and then opened the chest 20 minutes later. He 
found liquid chyle with a blue color. 

After these experiments he then used the procedure 
in man by giving the injection into the lumbar sympa- 
thetic area at L1. Two cubic centimeters of the dye 
with 15 units of hyaluronidase were injected 15 or 30 
minutes before operation, following which it was pos- 
sible to locate the injured duct. The drawback to use 
of this dye is that the patient has a bluish hue for 10 
to 12 days; however, it diminishes daily. 

—Francesco Mogavero, M.D. 


Case pe of Teratomas, with Special Considera- 


tion of Sacrococcygeal and Mediastinal Teratomas 
(Beitrag zur Teratomkasuistik unter besonderer Be- 
ruecksichtigung sacrococcygealer und mediastinaler 
Teratome). H. Prriicer. Chirurg, 1956, 27: 77. 


AT PRESENT there are two popular concepts of the 
genesis of teratoma. According to one theory a dis- 
placement of germinal cells from the primary genital 
ridge is responsible for the formation of a teratoma; 
the other hypothesis maintains that the tumor develops 
from cells of the gut and the neurenteric canal. 

In descending order of frequency teratomas are en- 
countered in the testicles, the retroperitoneal spaces, 
the anterior mediastinum, the presacral and coccygeal 
regions, and in the base of the skull. 

Sacrococcygeal teratomas are found much more 
frequently in women than in men. Three tumors re- 


ported by the author were detected in 2 newborn 
female infants and 1 eight year old girl. The rectum, 
vagina, urethra, uterus, and urinary bladder may show 
pressure symptoms. The tumor is not always notice- 
able externally during the immediate postnatal period. 
Relatively large tumors are always cystic. Approxi- 
mately 20 per cent of the sacrococcygeal teratomas 
show malignant degeneration, the most frequent type 
being adenocarcinomatous. Metastases develop usual- 
ly in the sacrum, pelvis, gluteal region, and in the 
inguinal, iliac, preaortic, and mediastinal lymph 
nodes. Not infrequently, carriers of teratomas have 
spina bifida, anal atresia, clubfoot, or other mal- 
formations. 

A differential diagnosis must be made from men- 
ingocele which, if located in the dorsal region, is 
practically always associated with spina bifida, causes 
a marked protrusion of the fontanelles when under 
pressure, and produces neurologic signs. Contrary to 
the meningocele of which the overlying skin is thin 
and transparent, the skin over a teratoma has a nor- 
mal appearance. The rectal examination, never to 
be omitted, should be supplemented with x-ray studies 
which may support the diagnosis by the demonstration 
of calcifications. 

In view of the threatening infection or malignant 
degeneration, the excision should be performed in 
the course of the first few postnatal days or weeks. 

In addition to 3 sacrococcygeal teratomas, the au- 
thor described one submental formation in a female 
newborn and one mediastinal tumor in a man aged 33 
years. Teratomas located in the mediastinum usually 
make their first clinical appearance in the second to 
the fifth decade. They are located nearly exclusively 
in the anterior mediastinum and may remain silent 
for a long period of time; eventually they will produce 
a cough, reduce the respiratory reserve, cause attacks 
of suffocation and pain in the chest which radiates 
toward the arm, face, or the upper abdomen. Medi- 
astinal teratomas occur with equal frequency in both 
sexes. A differential diagnosis must be made from 
aortic aneurysm which usually can be identified by 
kymographic studies. Malignant tumors infiltrate or 
constrict the upper lobe of the lung. Dextroposition of 
the aortic arch creates a different clinical picture. 
Furthermore, a diverticulum of the aorta, surround- 
ing the posterior portion of the esophagus, is found 
at the junction of the arch and the descending aorta. 

— Joseph K. Narat, M.D. 


Statistical and Anatomoclinical Considerations with 
Reference to 308 Cases of Multiple Cancer (Con- 
sidérations statistiques et anatomocliniques sur 308 cas 
de cancers multiples). Paut Desatve. Acta gastroenter. 
belg., 1956, 19: 7. 


THE AUTHOR analyzes 308 instances of multiple can- 
cer from the Centre Anticancéreux de Liége in Bel- 
gium. This material was made up of 221 double, 19 
triple, 1 quadruple and 1 quintuple cancer cases. 
Because of the absence of morbidity statistics for this 











group of patients only those who had died before this 
report was issued are considered in this study; this 
material amounted to 221 multiple cancer cases. 

By studying this material, comparing the results 
obtained in this manner with the official mortality 
statistics of the whole of Belgium (a densely populated 
country with fairly uniform conditions of life), and 
graphing all the results, the author has been able to 
demonstrate, mathematically, three salient facts. 

The first fact to appear from the examination of 
this statistical material was an increase in the inci- 
dence of cancer of this type with an increase in the 
age of the patients, that is, the factor of senescence. 
However, there would seem to be other factors at 
work, since the graph shows a hump for the period of 
life when the endocrinologic forces would be expected 
to be active. This constitutes the second of the adduced 
facts, and the third fact merely seems to corroborate 
the second, that is, there is evidence in this material 
of a specificity of the organic relationship of many of 
these tumors. This relationship is too conspicuous to 
be one of mere change, such as the relationship be- 
tween the cancers of the skin and of the mucosae of 
the digestive tract in the male patients, and that be- 
tween the mammary and uterine cancers in the fe- 
males. 

This association of cancers involving the endocrin- 
ologically interrelated organs is considered to repre- 
sent a special cancerogenic factor, which affects indi- 
viduals during their period of endocrine activity. 

Since, however, such interrelationships could be 
detected in only about a third of these cases, the au- 
thor believes that this,increase in incidence of neo- 
plastic activity during the middle period of life is not 
entirely dependent upon the interrelationship of 
organ-specificities but is based upon a more general 
cancerogenic factor. This, he believes, may reside in a 
cancerogenic stimulus coming from the hypophysial 
gland and’ perhaps also from the thyroid. 

—John W. Brennan, M.D. 


The Effect of Periston and Periston “N” on Evans 
Blue (Verhalten von Periston und Periston ‘‘N’’ bei 
Evans Blue). S. Burkert and R. HOHENFELLNER. 
Chirurg, 1956, 27: 56. 


A BLUE DISCOLORATION of the entire tegument, par- 
ticularly of the retroauricular region, was noticed by 
the authors in 28 patients after an injection of 10 c.c. 
of a 0.5 per cent Evens blue solution for the purpose 
of determining the circulation time or the plasma 
volume. As the experimental conditions required a 
higher concentration of the dye than that usually em- 
ployed, exceptionally large doses of Evans blue had 
to be injected. 

Since the blue discoloration of the skin was still 
present 4 days after the injection, 100 c.c. of periston 
*‘N” was introduced by intravenous drip. The theo- 
retical basis for this procedure was described by R. 
Schubert, who showed that acid diazo dyes are ex- 
creted by the kidneys under the influence of periston. 
The blue discoloration of the skin gradually subsided 
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and the urine showed presence of the dye. From 21 
to 24 days after the periston ‘“‘N”’ injection the skin 
had a normal appearance. 

In 4 patients periston “‘N’’ was replaced by periston, 
with identical results. Shortly after the injection of 
periston or periston ‘‘N”’ the intensity of the blue dis- 
coloration of the cutis appeared greater than before 
the injection, but this phenomenon was of very short 
duration. — Joseph K. Narat, M.D. 


DUCTLESS GLANDS 


Hormonal Correlation Between the Hypophysis and 
the Ovary; Experimental Histological Research 
(Correlazioni ormoniche tra epifisi ed ovaio; ricerche 
istologiche sperimentali). PrerRo Bato. Minerva gin., 
Tor., 1956, 8: 12. 


THE AUTHOR has proved in previous studies that 
hypophysial extract has therapeutic indications for 
menopausal disturbances, menorrhagia due to endo- 
crine dysfunction, the premenstrual syndrome, and 
dysmenorrhea, and for this reason he has decided to 
study the histological changes in the ovary of animals 
treated for a long period of time with hypophysial 
extract given intramuscularly. 

Some workers noted that, after ablation of the 
hypophysis, the female animal has a rapid growth of 
the sexual organs, and Horrax noted precocious con- 
ception when such an animal was compared with 
controls. Brecchia and Gregorin noted at autopsy that 
the ovaries were rather large; Simonnett, Thieblot, 
and Melik noted that there were numerous corpus 
luteum bodies with no tendency toward regression 
and also that there were not many young or mature 
follicles, and, therefore, believed that the pineal gland 
has an inhibiting action on the gonadotropic luteining 
function of the hypophysis. 

The histological studies were conducted on adult 
rabbits from the same litter and af equal weight, with 
the injection of hypophysial hormone. The controls 
and the experimental rabbits were sacrificed at 25 and 
60 day intervals, respectively, and checked. The uter- 
ine tubes and the uterus were fixed in formalin and 
prepared for histological study. 

In the rabbits that received the injection for 25 
days, the findings were the same as in the controls. In 
the rabbits that received the injection for 60 days, the 
follicles were relatively small in number, some in 
primordial and some in advanced states. They had 
the appearance of follicular cysts and not corpus 
luteum bodies, and there was hypertrophy of the 
interstitial tissue. The true cortex could not be dis- 
tinguished and appeared to consist of lutein like cells, 
which finding concurred with those of Simonnett, 
Thieblot, and Malik. 

The author concluded that prolonged treatment 
with hypophysial hormone caused (1) a quantitative 
reduction of the germinal cells (ovum and follicles), 
and (2) hypertrophy of the luteum interstitial cells. 
For this reason the hypophysial hormone proves to be 
a lutein stimulant. —Francesco Mogavero, M.D. 











